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HUMAN FEET ARE NOT MATES 


The right and left feet of the same individual usually 
are of different dimensions requiring special 
foot fitting care, such as is 
practiced at HACK’S. 
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In a recent coast to coast test of hundreds of people who smoked only 
Camels for 30 days, throat specialists, after weekly examinations, reported: 


« | “Not one single case of 
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=| throat irritation due to 
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You and Your Business 


HIGHLIGHTS OF EXECUTIVE COMMITTEE OF THE COUNCIL 






Meeting of December 16, 1948 


* Monthly financial reports and bills payable were 
presented, studied and approved. 


¢ The Executive Director invited attention to the 
fact that the MSMS membership was at its highest 
peak, in all the history of the Society (4,960). 


* Telegram received from AMA Secretary George 
F. Lull, M.D.: “Recent Interim Session House of 
Delegates unanimously decided to assess each 
member of the American Medical Association 
twenty-five dollars. ‘You are requested to collect 
this assessment through your county units or any 
other way you desire. Bill Association for any 
extra expense in connection with collection.” The 
Executive Committee of The Council instructed 
that a telegram be sent to Michigan county med- 
ical society secretaries to proceed with the collec- 
tion of the AMA assessment, and to forward same 
to MSMS, as a separate fund for transfer to the 


American Medical Association. 


¢ Effort to increase number of students graduated 
from medical schools. The report of the Special 
Committee on this matter tied in with the report 
of the Liaison Committee with the U. of M. Presi- 
dent (December 10, 1948) at which Dean A. C. 
Furstenberg presented the following statistics: 72 
per cent of students in Michigan’s two medical 
schools are residents of Michigan; 28 per cent are 
non-residents of Michigan. 


1. Of 226 students who entered Michigan med- 
ical schools this year, 207 were Michigan residents 
and nineteen were non-residents. No non-residents 
were admitted to Wayne University College of 
Medicine in this year’s freshman class. 

2. Fifty-seven Michigan residents entered med- 
ical schools outside the State of Michigan this 
year, making a total of 264 Michigan residents 
who entered medical schools in the United States 
this year. 

3. The ratio of Michigan students in training 
outside of this state to non-residents in training in 
Michigan is 3 to 1. 

4. Fifty-nine hundred students will be graduated 
this year; six new medical schools are being 
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created; six more are going into a four-year cur- 
riculum. 

5. The 196,000 doctors of medicine in the 
United States represent one to every 790 persons 
in the population. In England the ratio is one 
to 1,490; in Germany, one to 1,600; in the Nether- 
lands, one to 1,800 plus. Therefore, there are 
three times as many doctors of medicine in the 
United States per unit of population as there are 
in other countries. 

The trouble is not a lack of doctors of medicine 
but improper distribution and utilization. 


¢ Proposed Veterans Administration hospitals. 
Progress report was presented; the Hoover Com- 
mission may publish a statement on the over- 
duplication of government hospitals resulting in a 
large mount of money wasted, without benefit to 
patients. 

¢ Mediation Committee. The work of this new 
Committee was discussed with the Chairman, W. 
Z. Rundles, M.D., Flint. Each county society is 
to be requested to form its own Mediation Com- 
mittee. 


¢ Immunization Month was set for May, 1949, 
and plans for co-operation between practitioners 
and health departments, to the end that all Michi- 
gan children be immunized against smallpox, 
diphtheria, whooping cough and tetanus, were 
discussed with Michigan Health Commissioner A. 
E. Heustis, M.D. 


¢ Amendments to the Michigan miscarriage law, 
recommended by the MSMS Maternal Health 
Committee, were discussed with Drs. R. B. Ken- 
nedy, Detroit, Chairman; A. M. Campbell, Grand 
Rapids, and P. E. Sutton, Royal Oak, and ap- 
proved by the Executive Committee of The Coun- 
cil. 

¢ Committee reports were approved from the 
Venereal Disease Control Committee, Committee 
on Scientific Work, Liaison Committee with Michi- 
gan Pharmaceutical Association, Permanent Con- 
ference Committee, Committee on Child Health 

(Continued on Page 134) 
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| (1/3200 gr.) daily—EstinyL* maintains 
=n the average menopausal patient free of 
: symptoms. Even when initiating therapy 

and in the more severe cases, unusually 
smal] dosage—measured in hundredths 
of a milligram—has been found effective. 


ESTINYL' 


(ETHINYL ESTRADIOL) 
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EsTINYL, a derivative of the ovarian follicular 
hormone, estradiol, evokes the sense of well-being 
characteristic of natural hormone therapy. It 

acts rapidly, often completely controlling climacteric 
symptoms within a few days. In therapeutic 

dosage side effects are notably infrequent. Unique 
response to minimal dosage permits effective 
estrogen therapy at low cost to patients. 
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HIGHLIGHTS OF THE COUNCIL 
(Continued from Page 132) 


Survey, Child Welfare Committee, Committee on 
Basic Science-Medical Practice Acts, Health Sur- 
vey Advisory Committee and Sub-Committee of 
Michigan Heart Association. The program of the 
Annual County Secretaries-Public Relations Con- 
ference of January 9, 1949, was approved. 


¢ Public Education. The Special Committee on 
Education submitted its C.A.P. program for the 
emergency. The Committee was authorized to 
proceed at once, and to procure adequate assistants 
in the public relations department. 

A letter of congratulations to the American 
Medical Association on dissemination of “Uncle 
Sam, M.D.” was authorized, with the request 
that further information on its “grass roots” pro- 
gram be requested so that early progress in Michi- 
gan may be accomplished. 


¢ The Committee on Uniform Fee Schedule for 


Governmental Agencies was authorized to re- . 


survey the Schedule, as of 1949. 


¢ The Cancer Committee was authorized to mail 
its Cancer Bulletins to the MSMS membership in 
eight mailings during 1949. 


¢ 1949 Annual Session in Grand Rapids. J. Duane 
Miller, M.D., was appointed General Chairman; 
H. J. Van Belois, M.D., Chairman of Committee 
on Scientific Exhibit; C. A. Payne, M.D., G. T. 
Aitken, M.D., and P. W. Kniskern, M.D., members 
of the Press Relations Committee; Jos. R. Lentini, 
M.D., Chairman of the Housing Committee. 


¢ Revised Constitution and By-Laws of MSMS. 
500 copies were authorized to be sent to MSMS 
Delegates, Councilors, and county society officers. 


¢ The Michigan Medical Assistants Society re- 
quested the appointment of an Advisory Commit- 
tee, which was authorized and referred to Chair- 
man O. O. Beck for appointment. 


¢ Program of Michigan Cancer Day, scheduled 
for Grand Rapids, Saturday, September 24, 1949 
—the day following the MSMS Annual Session— 
was approved. Sponsors will be the Michigan State 
Medical Society and its Cancer Control Commit- 
tee; the American Cancer Society, Michigan Divi- 
sion; and the Michigan Foundation for Medical 
and Health Education, Inc. 
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TEN COMMANDMENTS OF PREPAYMENT 


Number One 
Thou shalt not allow the quality of medical 
service to the individual American ever to deteri- 
orate behind a curtain of prepayment. 


Number Two 
Thou shalt not take a fee for service from the 
prepayment plan fund and then add an extra ex. 
treme bill thereto to the patient merely because 
you can get away with it. 


Number Three 
Thou shalt not disparage the voluntary prepay- 
ment system, for American medicine is committed 
to this method of easing the financial burden of 
sickness. 
Number Four 
Thou shalt not over-sell prepayment—it is only 
one of the several elements available to assist in- 
dividuals in the pursuit of health, and is only one 
answer to the federal control of medicine. There 
are many others as can be seen from the Ten 
Point National Health Program of the AMA. 


Number Five 
Thou shalt not damn prepayment with faint 
praise. 
Number Six 
Thou shalt readily admit some imperfections 
inherent in prepayment. At the same time thou 
shalt indicate that the voluntary and experimental 
nature of prepayment plans constitute a great 
measure of their strength. 


Number Seven 
Thou shalt do everything possible to help main- 
tain actuarily correct data and as a participating 
physician thou shalt willingly provide necessary 
information which will enable prepayment plans 
to keep necessary records. 


Number Eight 
Thou shalt abide by the decisions of the ma- 
jority in your society and publicly support the pre- 
payment plan adopted and do your utmost to make 
it work. 
Number Nine 
Thou shalt not, however, become a prepayment 
“Cultist,” stating that one particular type of 
voluntary prepayment system is the only correct 
method and that all other approaches are wrong. 


Number Ten 
Thou shalt continue as an American physician 
(Continued on Page 136) 
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TEN COMMANDMENTS OF PREPAYMENT 
(Continued from Page 134) 


to stress the dignity of the individual and the 
fact that one’s health is much more the con- 
cern of the individual than it is the concern 
of any political unit of society, and shall continue 
to urge all individuals to assume their proper share 
of this responsibility. 





Eprror’s Nore—Special attention is called to number 


eight. Our accepted program should have complete 
support. : 
ews Letter of AMA Council on Medical Service, Nov. 23, 1948. 





THIS FIGHT IS YOURS 


“We need—and we must have without further delay 
—a system of prepaid medical insurance.” 

With these words, President Truman in his “State-of- 
the-Union” message to Congress on January 6, made it 
clear that he will insist on compulsory sickness insurance. 

As the American Medical Association’s nation-wide 
educational campaign takes shape, it is becoming in- 
creasingly evident that a great part of the burden of 
telling the story of American Medicine to the public will 
have to be carried by state and county medical societies. 
As a spokesman for the American Medical Association 
put it in a recent letter, “Your state association and your 
office, as well as your member societies, will be in the 
front lines of the ‘grass roots’ campaign to convince the 
American people that voluntary medical care is better 
for them by far than any compulsory system.” 

No doctor should feel that the payment of the $25 
assessment puts an end to his responsibilities. That is 
just a start. There is a big job to be done, one which 
requires every resource that the doctor and his profes- 
sional organizations can marshal. 

The time to act is now. Compulsory socialized medi- 
cine shapes up as one of the most important issues of 
the year. The government planners are lining up their 
big guns for an all-out attack upon private medicine. 
They cannot be repelled by half-hearted measures. It 
will take a vigorous defense and a spirited counter- 
attack—possible only by the united action of every in- 
dividual member of the American Medical Association. 


“TRUMAN CALLS FOR FIVE FOLD RAISE 
IN SOCIAL-SECURITY TAXES” 

This headline appeared in the Detroit Free-Press of 
January 
beneath it—“Employes May Pay $168 a Year.” 

This graphic presentation indicated that if an em- 
ploye’s salary reaches $4,200, and the minimum tax rate 
is 4 per cent for old age pensions and health insurance 
(which eventually it will be, at least) the $4,200 worker 
will pay $168 a year in Social Security taxes. 

That’s quite a nick in the annual income of our 
worker-population! How many have experienced an 
annual health expense of $168—year in and year out? 
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15, with the following subhead immediately 






NO MIRACLES FROM SOCIALIZED MEDICINE 


“State Medicine Hasn’t Worked Any Miracles” is the 
title of an excellent editorial which appeared in the Jan- 
uary 22 Saturday Evening Post. This well-written paper 
chides Social Security Administrator Oscar Ewing for 
calling the 180,000 practicing physicians of this country 
“selfish.” The Post asks this question to Administrator 
Ewing: “Which is more important: the opinions and 
professional standards of 180,000 doctors who have been 
trained to practice medicine and who have raised Amer- 
ican medical care to a level achieved nowhere else, or the 
supposed notions of some millions of laymen that if 
Medicine became a Federal bureaucracy, better medical 
care would follow immediately ?” 

The article goes on to state that the large bloc of 
professional social workers, whose benefits from such a 
scheme are obvious, has sold the idea of socialized 
medicine to millions. “Already the private physician has 
been successfully smeared to the satisfaction of millions 
as a profiteer whose interest in medicine is that it pays 
better than selling vacuum cleaners.” 

Every doctor of medicine should read the Post editorial 
of January 22—and see that his patients do likewise. 


HOOVER’S REPORT 


With the headline “The Taxpayer is Sick,” the De- 
troit Free Press of December 28 reported on the Hoover 
Commission’s findings of duplications in federal agencies 
and federal spending. “Advocates of federal control of 
public health under socialized medicine won’t like this 
report,” stated the Free Press. It brought out that already, 
forty-four different federal agencies are spending public 
money on medical service—spending about $1.25 billion 
in 1948! “Already the pork-barrelers have forced the 
over-building of federal hospitals and have sought to 
justify them by insisting that they treat many categories 
of patients who have no claim on their services. Several 
federal agencies now are planning to spend another one- 
hundred million dollars on hospitals in the New York 
area, where the Hoover sub-committee can find no 
evidence that such additional facilities are needed. That’s 
bad politics. The patients are not benefited. The tax- 
payers are mulcted. 

“The vast bureaucracy represented in Washington by 
the Federal Security Administration let out another hole 
in its belt to accommodate more pap-suckers and extend 
the area of Socialism. 

“We hope Congress ponders on this result of federal 
extravagance before falling for ‘State Medicine.’ ” 


Good Results from the Hoover Report 


The Veterans Administration, in a January 10, 1949, 
news release, admits the truth of the Hoover Commission 
criticism, with the following statement: 

“The study (made by VA) has shown that estimated 
needs for hospitals, made during and immediately after 
the war, were considerably larger than actually has proven 
necessary, although admission policies have been such 
that more than two out of three patients are admitted 
for non-service-connected ailments.” The release goes 
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This ultra modern 200 MA two tube full wave 
diagnostic unit used so successfully by the 
Army now with rotating anode tube and there- 
fore particularly well adapted to hospital and 
clinical requirements is now available for civil- 
ian institutions and physicians at our usual 
reasonable price. Also furnished for use in 


connection with our floor-ceiling rail Tube- 





stand and our photo fluoro-graphic 70 M.M. 
chest unit. 
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HOOVER’S REPORT 
(Continued from Page 136) 


on to state that the President has ordered a reduction of 
16,000 beds, which means the cancellation of twenty- 
four new VA hospitals and the reduction in size of 
fourteen others. 

Carl R. Gray, Jr., Administrator of Veterans Affairs, 
stated: “To construct new hospitals which we cannot 
staff, and therefore cannot put into use, would be an 
indefensible waste of public money.” Mr. Gray states 
that the elimination of proposed new beds in VA hos- 
pitals will result in a saving of two hundred and eighty 
million dollars. 

Among the VA projects to be eliminated under the 
terms of President Truman’s orders are the Grand 
Rapids General Medical Hospital of 200 beds; the Tole- 
do, Ohio, Neuropsychiatric Hospital of 1,000 beds, and 
the Detroit Tuberculosis Hospital of 500 beds. 


HIGHEST MEMBERSHIP 


The membership of the Michigan State Medical So- 
ciety was at its highest peak in all history, as of January 
1, 1949. A total of 4,960 members was listed on the rolls 
of the State Society. 


JOHN BULL’S MEDICAL BINGE 


(Extracts from Newsweek of January 10, 1949, re- 
garding Britain’s National Health Act which began to 
operate on July 5, 1948.) 


What Price Health? 

Almost everyone refers to the health service as “free.” 
It isn’t, of course, although the actual increase in weekly 
national-insurance taxes has been very small, averaging 
about 15 cents for an employed man and ten cents for 
an employed woman. 

The money collected in this way does not, however, 
pay more than one-fifth of the cost of the health service. 
The government pays the rest out of other taxes. The 
cost of the service to the average income-tax payer has 
been estimated at a little over a shilling a pound, or 
about five per cent of income. But the health service 
will admittedly cost much more than has been estimated. 
For the first nine months it was budgeted at $520,000,- 
000, exclusive of national-insurance contributions and 
sums received from local authorities. The sum probably 
will be close to $800,000,000. 


Doctors Defiant 

What both doctors and dentists fear most is that 
British medicine will be nationalized and that they will 
be put on straight salaries. The Health Ministry denies 
such a program, but Aneurin Bevan is on record as 
favoring salaries and clinics over fees and private offices. 

Inspired by both dissatisfaction and fear, belligerent 
doctors made an effort last week to rally support for a 
physicians’ strike against the implementation of the health 
service. Through the medium of the British Medical 
Journal, Dr. J. A. H. Sykes of Croydon, Surrey, wrote: 
“The alternative to a Ministry refusal to give adequate 
living facilities to men who have spent a lot of time and 
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expense in acquiring their skill and experience seems * 
be a wholesale resignation and a return to private prac. 
tice, or emigration.” 


MICHIGAN’S HEALTHIEST YEAR 


The year 1948 was the healthiest in the history of 
Michigan, according to A. E. Heustis, M.D., Michigan 
State Health Commissioner. On the basis of the firs, 
ten months’ figures, the state’s death rate will drop to 
9.15 per 1,000 population as compared with the rate 
of 9.36 in 1947 and the previous low of 9.52 in 1949 
The incidence of communicable disease and its death 
rate in Michigan will also reach an all-time low. Infan; 
and maternal death rates will also be at all-time lows, 

Mr. Ewing, please take note of this accomplishment 
—under a system of voluntary medical practice! 


IMMUNIZATION MONTH—MAY, 1949 


The month of May, 1949, has been set aside as “Im. 
munization Month for Michigan.” Each doctor of medj- 
cine in the state will be notified, through his county med. 
ical society, of detailed plans for immunizing all children 
against smallpox, diphtheria, whooping cough, and tetanu. 

The usual splendid co-operation of all practitioners js 
invited during “Immunization Month,’ May, 1949. 


STERILIZATION 


The authority for sterilization is found in Act 281 of 
the Michigan Public Acts of 1929, as amended by Act 
97 of the Public Acts of 1941, and Act 235 of the 
Public Acts of 1943. 

Any mentally defective person (which includes feeble- 
minded, insane, epileptic, idiotic, embecillic persons, mor- 
al degenerates, and sexual perverts) may be sterilized 
upon proper hearing by the Probate Court that such per- 
son would be likely to procreate children with a tendency 
to mental defectiveness and that the-ccndition of such 
defectivé person is not likely to improve and that such 
children might be a menace to society. or become wards of 
the State. In such cases the Court shall make an order 
requiring such treatment or operation as will effectively 
render such defective person incapable of procreation. 

An inmate of the State Hospitals for the Insane, the 
Michigan State Prison, or other similar state institutions, 
may be given sterilization treatments if the governing 
board makes a finding that such mentally defective per- 
son should be so treated and if the defective person, his 
or her guardian, and his or her husband, wife, or other 
next of kin, signs the consent for such operation. That 
is to say, if a mentally defective person over sixteen yeals 
of age has been found by the governing board of a state 
institution, after proper investigation, to be a person 
who should be sterilized, then a written consent should 
be obtained from the person to be sterilized and also from 
his or her guardian, if there be such guardian; further 
consent is required from either the husband or wife, if 
the defective person is married, and if not, from the 
father, mother, brother, sister, child or next of kin. 

Where it is not possible to obtain consent of an inmate 
of a state institution and the other persons required to 
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STERILIZATION 
(Continued from Page 138) 


consent in his behalf, then it is possible for the superin- 
tendent, or other officer of such institution, to file appli- 
cation with the Probate Court and obtain an order from 
the Probate Court for such sterilization. 

No law exists authorizing surgeons to perform steriliza- 
tion by consent except in the case of an inmate of a 
state institution. 

The operating surgeon, in order to protect himself 
from liability for a sterilization operation, should have a 
copy of the consent, signed by the proper persons, or a 
copy of the Court order, as the case may be. 


ALL-DAY SESSIONS OF 
EXECUTIVE COMMITTEE—MONTHLY 


The Council of the Michigan State Medical Society 
meets thrice annually, in three-day sessions. 

Ten years ago, the Executive Committee of The 
Council, which meets monthly, was able to conduct its 
business from 6:30 to 10:30 p.m. 

During the war years and subsequently, the work be- 
fore the Executive Committee of The Council required 
its convening at 2:00 p.m., and running through the 
evening. However, in recent months, the meetings have 
lasted well after midnight, with many items on the 
agenda untouched. 

Beginning with February, 1949, the Executive Com- 
mittee of The Council will begin its monthly session at 
10:00 a.m. It is hoped that by remaining on the job all 
day and evening, the Executive Committee will finish 
its strenuous task of discussing and making decisions on 
the fifty to sixty items which invariably are presented to 
this body every thirty days. 

The great plurality of items are of policy-making 
character and require thorough discussion and presenta- 
tion of all viewpoints, before final adoption. In this, 
The Council and its Executive Committee of the Michi- 
gan State Medical Society find themselves in a vastly 
different position than the board of directors of a routine 
corporation, whose agenda usually is mainly financial in 
character. 


POSTGRADUATE INSTRUCTION 


Temporomandibular Articulation 

An evening postgraduate course of six lectures on the 
temporomandibular joint will be offered by the Uni- 
versity of Illinois College of Dentistry beginning Wed- 
nesday, March 23, 1949. 

Dr. Bernard G. Sarnat, head of the department of oral 
and maxillofacial surgery, will be in charge of the course 
entitled “Oral Surgery II—The Temporomandibular 
Joint.” It will be offered over a period of six successive 
Wednesdays from 7:30 to 9:30 p.m. 

The subject matter will include anatomical, physio- 
logical, and pathological considerations of the temporo- 
mandibular joint as well as problems in surgical and 
non-surgical treatment of these conditions. The final 
session will be devoted to a round-table discussion. 
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The course will be of value to physicians in genera) 
practice, oral and maxillofacial surgeons, and ctolaryp. 
gologists. 


Further information may be secured by writing t 
Dr. Bernard G. Sarnat, University of Illinois College of 
Dentistry, 808 S. Wood Street, Chicago 12,’ Illinois, 


Diabetes 


The Frank E. Bunts Educational Institute and Cleve. 
land Clinic will present a continuation course fo; physi- 
cians entirely devoted to the diagnosis and management 
of diabetes and its complications. The course will be 
held on March 17, 18, and 19. Drs. Henry T. Ricketts 
of Chicago, John S. L. Browne of Montreal, and H. |. 
C. Wilkerson of the United States Public Health Service 
will be the out-of-town guest speakers. Dr. E. Pern 
McCullagh is director of the course. In addition to the 
regular faculty of the Institute several prominent Cleve. 
land physicians will give lectures. 


Inquiries regarding the complete program and regis. 
tration can be addressed to the Director of Education. 
Frank E. Bunts Educational Institute, 2020 East Ninety- 
third Street, Cleveland 6, Ohio. 


Psychiatry 


The Postgraduate Center for Psychiatry, Inc., the 
training associate for the Institute for Research in Psy- 
chiatry, has been granted a provisional charter from the 
Board of Regents of the New York State Educational 
Department. It offers intensive training for psychiatrists 
in psychotherapy leading to certification, and also in- 
dividual courses for general practitioners and non-psy- 
chiatric medical specialists in psychotherapy and _ psy- 
chosomatic medicine. Further information may be se- 
cured from Stephen J. Jewett, M.D., Dean, Postgraduate 
Center for Psychiatry, Inc., 218 East 70th Street, New 
York 21, N. Y. 


TEN REASONS WHY SOCIALIZED MEDICINE 
SHOULD NOT BE INTRODUCED INTO 
AMERICA 


1. The standard of medical service will deteriorate. 
There would be too many calls. No incentive on the 
part of the doctors. The calls would be trivial to a 
great. extent. More than three-fourths of the doctors. 
would. be dissatisfied. 

2. The physician-patient relationship would be de- 
stroyed. Not enough time would be devoted to the pa- 
tient by each doctor, because of an avalanche of work. 

3. There will be no or very little choice of a doctor 
of medicine. 

4. The government would develop a hospital monopo- 
ly. The local control of hospitals is very important and 
especially the work of auxiliary groups which would be 
lost—therefore the friendly touch would not be found 
in the hospital which would be soulless as a prison. 

5. No hospital rooms for deserving patients because of 
trivial demands of more politically powerful. 


6. Productive medical research would diminish. 
(Continued on Page 152) 
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Clinical studies 1>2.3 demonstrate that the 
results of inadequate dietaries are insidi- 
ously cumulative and may not become 
evident for many years. Many of the 
afflictions of old age are now attributed 
to lifelong faulty dietaries and no longer 
need be the inevitable accompaniment of 
advanced years. 

In advanced age the wisdom of die- 
taries high in vitamins, minerals, and pro- 
tein, low in fat, and moderate in carbo- 
hydrate, is pointedly emphasized in 
reported clinical studies. Liberal amounts 
of vitamin B complex and of calcium, in 
particular, are important for increasing 


the appetite and for supporting the cal- 
cium integrity of the skeletal structure. 

Ovaltine in milk, a delicious multiple 
dietary supplement, is highly useful in 
the management of aged patients. Its 
multiple vitamins, its important miner- 
als, and its biologically complete protein 
are the very nutrients required for effect- 
ing full adequacy of even seriously faulty 
diets. The refreshing tastefulness and 
easy digestibility are welcomed by the 
aged. ; 

The rich dietary contribution made by 
three daily glassfuls of Ovaltine in milk, 
is outlined in detail in the table. 


1 Boss, E.P.: The Physiologic and Clinical Phenomena of Aging, New Orleans M. & S. J. 


97:64 (Aug.) 1944. 


2Spies, T.D., and Collins, H.S.: Observation on Aging in Nutritionally Deficient Persons, 


J. Gerontol. 1:33 (Jan.) 1946. 


’ Stieglitz, E.J.: Therapy of the Aged, M. Ann. District. of Columbia 17:197: (Apr.) 1948. 


THE WANDER COMPANY, 360 N. MICHIGAN AVE., CHICAGO 1, ILL. 








Three servings daily of Ovaltine, each made of 
Yo oz. of Ovaltine and 8 oz. of whole milk,* provide: 
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THE HEALTH OF NATIONS 


What effect would compulsory sickness insurance 
have upon the health of the nation? This is the 
question explored by the Research Council for 
Economic Security, Chicago, in its recent study 
entitled “The Health of Nations.” 

It is often claimed that the nation’s health would 
be greatly improved under a compulsory system 
of prepayment for medical and hospital care. 
This study shows little evidence to support this 
view. The record under one system is hardly bet- 
ter than that under another. 

The study is based on a comparison of certain 
health indices—infant mortality, male life ex- 
pectancy at birth, death rates from selected causes. 
Prewar figures were used to avoid distortions from 
wartime conditions. 

Countries having compulsory sickness insurance 
include France, England, and Germany. Those 
with a private fee-for-service voluntary system are 
the United States, Canada, and Australia. A third 
system, where health insurance plans are nominally 
voluntary but actively subsidized and regulated 
by government, is found in Sweden, Denmark, 
and Belgium. Since the war, however, Australia, 
Sweden, and Belgium have made their systems 
compulsory. 

“The system of paying for medical care does 
not in itself appear to play a major role in the 
health of a nation,” the study says. “Therefore, 
one should be careful in assuming that the adop- 
tion of any system of paying for medical care, 
compulsory or otherwise, will of itself make for a 
decided improvement in the health indices.” 

The Council points out that better results might 
be expected by developing and expanding medical 
facilities, eliminating economic and social inequal- 
ities between races, paying more attention to living 
standards, nutrition, and other factors which di- 
rectly affect the health of the people. 


THE TAXPAYER IS SICK 
Hoover’s Report 


Advocates of Federal control of public health 
under socialized medicine won’t like a report by 
Hoover Commission experts. 
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Socialized Medicine 


PIPPPLILILILILIOLILE POR Dg 


Already forty-four different Federal agencies. 
the committee points out, are spending public 
money on medical service. They'll spend $1.25 
billion this year. 


As a result of duplication, and other factors, a 
large amount of this money is wasted, without 
benefit to patients, whose welfare should be the 
only consideration. 


All over the Country the Public Health Service 
competes with the armed services and they com- 
pete with each other in building hospitals that 
would not be needed under any intelligent system 
of co-ordination. This wastes money. Also it 
prevents the most efficient use of available medical 
skill. 

Take the situation in New York. The Navy 
has one hospital there, the Army and Air Force 
have four, the Public Health Service has three 
and the Veterans Administration three—a total 
of eleven hospitals with 8,257 beds and only 5,330 
patients. 


The Hoover subcommittee points out that 
closing some of these Federal hospitals and co- 
ordinating the work of the others would save 
money, would reduce the Army and Air Force 
medical officers by 80 to 85 per cent, and “at the 
same time provide better medical care for service 
personnel.” 


Will this sensible suggestion be carried out? We 
doubt it. Anything the Federal Government 
touches is shot through and through with politics. 


Already the pork barrelers have forced the over- 
building of Federal hospitals and have sought to 
justify them by insisting that they treat many 
categories of patients who have no claim on their 
services. 

Yet several Federal agencies are now planning 
to spend another $100,000,000 on hospitals in the 
New York area, where the Hoover subcommittee 
can find no evidence that such additional facilities 
are needed. 

That’s politics. The patients are not benefited. 
The taxpayers are mulcted. 

The vast bureaucracy represented in Washing- 
ton by the Federal Security Administration lets out 
(Continued on Page 144) 
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STOP 
NEEDLESS 
STEPS 


Yes, stop needless steps. That’s what 
the new Hamilton No. 9595 Eye, Ear, Nose 
and Throat cabinet is designed to do for you. It is a mobile unit 
you can easily move to your working area. Three inch rubber- 
tired casters and chrome handles at each end facilitate moving. 
Place it at your most convenient operating position. Not one 
wasted step is necessary. All your instruments and materials 
are at your finger tips. Better adapted too, for working from a 
sitting position, which cuts down your fatigue after a busy day. 
Your patients appreciate the fast, efficient treatment made 
possible by modern equipment. Disappearing bottle compart- 
ment keeps medicines out of sight—leaves working surface clear. 
Yet, at the touch of a button, bottles raise up into clear view and 
easy reach. See the No. 9595 mobile EENT specialists cabinet 
and the complete line of Hamilton Surgical Equipment at 
Randolph’s. 
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SOCIALIZED 


THE TAXPAYER IS SICK 


(Continued from Page 142) 


another hole in its belt to accommodate more pap- 
suckers and extend the area by Socialism. 

We hope Congress ponders on this result of 
Federal extravagance before falling for “state 
medicine.”—Detroit December 28, 
1948. 


Free Press, 


PHYSICIAN—HEAL THYSELF 


In his State of the Union message, President 
Truman, as was anticipated, asked Congress to 
enact a’ compulsory health insurance law, which 
would be the first step toward a system of socialized 
medicine. ’ 

Once the health insurance program is in effect, 
there is little doubt but that the full regimentation 
of the medical profession and its patients will be 
next on the agenda. 

What is behind this determination to place the 
care of the sick under the benign supervision of a 
Federal bureaucracy? Why, in a United States 
which has the highest levels of health and the best 
standards of medical care, is there an attack on this 
aspect of our private enterprise? 

Advocates of socialization make ridiculous claims 
that 300,000 persons die annually because they are 
deprived of adequate medical attention. Coming 
closer to truth, they say that many areas of the 
United States, particularly rural areas, are short 
of doctors, hospitals and public health facilities. 

As the Free Press has insisted, these inadequacies 
can be corrected without resorting to socialized 
medicine. ls 

One of the Nation’s most eminent medical au- 
thorities challenges the claim that we are short of 
doctors and hospitals in this Country. Today we 
have 196,000 doctors, a ratio of one to each 719 
patients. 

This same authority admits that the distribu- 
tion is not on the basis of the national ratio, and 
there are areas which are understaffed. The solu- 
tion, he says, is not more doctors, but what he 
terms “offering special opportunities and induce- 
ments for beginning practitioners to establish 
themselves in small towns.” 

One reason they prefer not to do so now, is be- 
cause small communities lack hospitals, laborato- 
ries, and the facilities for up-to-date scientific work. 
' These are deficiencies which would be wisely 
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MEDICINE 
corrected by the Federal Government through 4 
program of intelligent assistance. 

But when we talk about full utilization o! pro. 
fessional services, it is our opinion that another 


factor is involved which the profession itself js 
generally prone to overlook. 

That is the tendency of some doctors to coast 
along on the tide, following the line of the least 
professional resistance. 

Such doctors, we believe (and hope) are a small 
minority. But there are enough of them to weaken 
public confidence in all of the fraternity. 

If there is a popular feeling for social medicine, 
we suspect it is rooted there. 

A lazy doctor is not a good doctor—and, un- 
fortunately, it is human nature to be lazy. The 
practitioner who neglects to keep abreast of scien- 
tific development, who closes his mind to prog- 
ress, and rests upon his diploma, is dangerous to his 
patient and to the community. 

Dressing it own ranks by insistence on mainte- 
nance of professional standards, is where the med- 
ical profession can best protect itself against de- 
mands for socialization. 

The question of the patient’s life enters into 
this consideration. 

Society demands that an automobile driver be 
examined periodically to determine his fitness to 
operate a car. A cook and waitress in a public 
eating place have to meet certain standards 
through annual examination. Those things are 
required to protect the public. 

Is it any less important that a doctor be called 
upon at regular periods to prove his competency 
to continue in practice? 

Such a procedure would, we believe, restore 
much public confidence in the medical profession. 
It would assure the public that it was in good 
hands, and, perhaps, materially help still the 
clamor for socialization which politicians dema- 
gogically raise upon the fears and prejudices of the 
people. 

What does the American Medical Association 
say to that?—Detroit Free Press, January 10, 1949. 


VA HOSPITALS 


President Truman’s recommendation to congress 
to cut back the veterans hospital construction pro- 
gram was a quick response to recent criticisms in 
the Hoover commission survey of federal medical 

(Continued on Page 146) 
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VA HOSPITALS 


(Continued from Page 144) 


facilities and earlier complaints by the American 
Hospital association. 

One of the few instances in which his budget 
message reflected an effort to eliminate duplication 
and waste in the government, Mr. Truman’s re- 
quest proves that such action can be obtained if 
aggressive citizenship is organized to go after it. 

The campaign against construction of VA hos- 
pitals in areas where military and general hospi- 
tals already have vacant beds was led last year 
by Graham L. Davis of the W. K. Kellogg Foun- 
dation while he was president of the American 
Hospital Although 


at first by some veterans organizations as a move 


association, misinterpreted 
against their interests, the Hoover commission task 
force of medical experts found appalling instances 
of excessive cost and unnecessary construction in 
the failure to integrate the needs of veterans with 
those of community and military hospitals. 

Of the ninety VA hospitals originally author- 
ized last year, the President asked that twenty-four 
projects be cancelled and that the capacity of 
fourteen others be cut. Among the eliminated 
projects was a 200-bed hospital scheduled for 
Grand Rapids. 


tioned its need in view of the existence of 500 


This newspaper had already ques- 


spare beds at the army’s Percy Jones General hos- 
pital here. The various branches of the federal 
government should not be so independent that 
reciprocal arrangements cannot be worked out to 
utilize fully all its medical resources. 

Mr. Truman’s message at least shows that some- 
thing can be accomplished when interested citi- 
zens take the bull by its horns.—Battle Creek En- 
quirer-News, January 13, 1949. 


BIG WASTE FOUND IN U.S. SPENDING 
ON HEALTH SERVICE 


Too Many Hospitals Built, Hoover Survey Shows 

A picture of multimillion-dollar waste and duplication 
in the Government's medical services was outlined in a 
report to the Hoover Commission. 

The report said that in 1948 more than 14 Federal 
agencies spent about $1,256,000,000 for health and medi- 
cal services, with the Government taking care of 24,000,- 
000 persons in varying degree, or about one-sixth of the 
nation’s population. 

In 1949 it said, the Veterans Administration alone will 
spend as much as all the Federal agencies spent on such 
services in 1948. One-half will be spent for the construc- 
tion of new VA hospitals. 
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The survey was made by a “task force” committee get 
up by the Hoover Commission studying reorganization of 
the executive branch of the Government. 

The report declared that about 900,000 Army and Air 
Force dependents alone receive complete Government 
medical care “on no basis other than an appropriation 
act passed more than 60 years ago authorizing medical 
officers to care for dependents ‘whenever practicable?” 

Major recommendations in the report included: 


1—-Creation of a new Cabinet post to embrace health, 
education and security. 

2—Drafting of medical personnel for the armed sery. 
ices. 

3—Creation of a National Science Foundation. 


The advocated National Bureau of Health to be estab. 
lished within the Cabinet would oversee all non-military 
aspects of the Federal medical program. 


The report stated that while a draft of medical 
personnel for the armed services was advisable, “it 
will bring in only young doctors who cannot pro- 
vide high-grade specialized care.” 


The report declared that the present system of caring 
for veterans with nonservice-connected disabilities is “un- 
equitable to veterans and unsound and expensive for 
the Government.” 

It suggested that Congress create a health insurance 
plan for veterans having nonservice-connected disabilities. 
These veterans who were able to do so would pay their 
When this was found to be 
impossible, the Government would pay the premiums. 


own insurance premiums. 


Veterans who neither paid premiums nor had them 
paid by the Government would not be entitled to VA 
care. 


The report urged further unification of armed 
force medical services but said it would have to be 
geared to further unification of the armed forces 
themselves. 


It recommended that Federal grants to states be made 
“on a more general basis” and advocated Federal aid to 
medical schools. 

Greater encouragement of preventive medicine to save 
lives and money was proposed. 

The report told of huge new hospitals built by one 
Federal agency although near-by hospitals operated by 
another had plenty of empty space. It declared that 
literally dozens of Federal hospitals could be shut down 
and their patients shifted to other uncrowded quarters. 


The report cited a new $14,800,000 permanent Navy 
Cancer Hospital being constructed at St. Albans, N. Y., 
with a betatron for cancer radiation described as the 
largest ever built for cancer therapy. It said: 


“We question why the care of cancer patients, 
except superficial cases, should be a responsibility of 
the armed forces at all.” 

The committee said it found that four Army and Air 
Force hospitals in the New York City area could be 
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closed, reducing the requirements for medical officers by 
80 per cent. But it said: 

“Several Federal agencies are planning to build hos- 
pitals in this area to cost $100,000,000, meaning a dou- 
bling of the permanent plant. There is no evidence that 
such additional beds are needed.” 

The committee, headed by Assistant Secretary of the 
Army Tracy S. Voorhees, recommended to the Hoover 
Commission that Federal medical services should be co- 
ordinated to “correct the extravagances resulting from 
the present series of unrelated projects.” 


It stressed that such co-ordination would result in 
improvement of the quality of care given many 
patients. 


In a statement accompanying the report, Commission 
Chairman Herbert Hoover commented: 

“We all want our veterans and members of the armed 
services to have first-rate medical care. The problem 
is to provide such care without overtaxing our limited 
number of trained physicians and other medical resources. 

“This means we must eliminate waste in the use of 
these physicians and in the use of these resources. Thus, 
also, we can eliminate waste of the taxpayer’s money. 
Unless we do, veterans, servicemen and civilians alike 
will suffer.” 

The report noted that the Veterans Administration has 
a hospital construction program estimated to cost $1,100,- 
000,000, with each bed costing from $20,000 to $51,000. 
It compared this with an average cost of $16,000 for pri- 
vate hospital beds.—Detroit Free Press, Dec. 26, 1948. 


NO ADVERTISEMENT FOR STATE MEDICINE 


An appalling picture of waste, duplication, and in- 
efficiency was presented by the Hoover commission on 
reorganization of the executive branch of the government 
after a survey of the operations of more than forty fed- 
eral agencies administering medical care. The fact that 
there were more than forty of them is itself primary evi- 
dence of the wild bureaucratic proliferation in this field, 
which, under New Deal plans for compulsory health in- 
surance and socialized medicine, would be vastly ex- 
panded. 


The Hoover commission found that the government 
already has undertaken to provide some degree of medical 
care for one person of every six in the country. It is 
extending complete medical care free to 900,000 depen- 
dents of former service men without other authorization 
than a 60-year-old appropriation act authorizing such 
care “wherever practicable.” 


Each of the military services, the veterans administra- 
tion, and the public health service, together with thirty- 
seven other agencies, are in the business of providing med- 
ical care. The services, the VA, and the health service all 
have extensive hospital facilities, while the national in- 
stitutes of health at Bethesda, Md., are to represent a 
forty million dollar investment in clinical research by 
the government, with a 500-bed hospital on the side. 
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Each of these enterprises proceeds in its own way with- 
out reference to or integration with any of the rest. 
Thus, in the New York area, the commission found that 
four army and air force hospitals, now maintained with 
full staffs, could be closed, reducing requirements for 
medical officers by 80 to 85 per cent in the area, with 
an actual improvement in the standard of service. But, 
instead of cutting down at.New York, several federal 
agencies are going ahead with plans to build another 
100 million dollars worth of hospitals. 


Much the same situation was found in San Francisco, 
where the commission reported that seven of thirteen fed- 
eral hospitals could be closed, there being only 4,200 pa- 
tients to 9,900 beds. In Honolulu the army has just 
opened a 1,500-bed hospital in spite of the existence of an 
adjacent navy hospital which could meet all current needs, 


Again, the commission found, the veterans administra- 
tion is building hospitals much faster than physicians 
can be recruited to staff them, while its 1 billion 100 
million dollar building program is in conflict with the 
declared government policy of aiding nonfederal hos- 
pitals‘to provide the nation with a better hospital system. 


At best, there is waste and, at worst, graft, in the fed- 
eral hospital construction program, for government build- 
ing costs $20,000 to $30,000 a bed, against $16,000 for 
private hospitals. The whole report shows the usual 
trend toward bureaucratic empire building, with thou- 
sands of unneeded administrative payrollers cluttering up 
the scene. 


The commission’s belief that some improvement could 
be achieved by centralizing all these activities in a new 
department to be managed, with cabinet rank, by Oscar 
Ewing, the federal security administrator, seems to us 
unduly optimistic. Ewing, a New Deal politician out of 
Wall Street, with close connections with Ed Flynn’s 
Bronx machine, is one of the chief power grabbers in the 
Truman administration, and this solution would give 
him just what he’s looking for. 


Deluded citizens who expect miracles to follow if only 
the government takes over all medical care have, in the 
Hoover report, a show window of what the system would 
really be like. It is no advertisement for socialized 
medicine, and providentially, it has been submitted just 
when it will have the best educational effect upon the 
new congress which is to consider these proposals.—Chi- 
cago Daily Tribune, Wednesday, January 5, 1949. 


AMA APATHY TOWARD 
HEALTH PROPOSAL SEEN 

Representative Dingell (D., Mich.) predicted today 
(December 10) that more than half of the members of 
the American Medical Association will refuse to con- 
tribute to a fund to oppose a government health insur- 
ance program. 

The association’s house of delegates decided last week 
to assess each of the 140,000 AMA members $25 to 
finance such a campaign. 

Dingell, one of the sponsors of legislation under which 
wages and payrolls would be taxed to meet hospital and 
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doctors’ bills, called the organization’s action “a declara- 
tion of war.” 

“Mr. Average Citizen is going to have to accept the 
challenge,” he told a reporter. 

Dingell said nearly all doctors he has talked to are in 
sympathy with the legislation, once it has been ex- 
plained to them, “but they don’t have a free expres- 
sion.” 

“In my opinion,” he added, “far more than half of 
them will not contribute to the war chest which the 
AMA says it is going to raise.” 

In Boston earlier this week, Dr. Channing Frothing- 
ham, two-time president of the Massachusetts Medical 
society, somewhat similarly predicted “a grass roots rebel- 
lion” against the AMA proposal. 

Frothingham is chairman of the committee for the 
nation’s health, which he described as a nationwide 
organization of doctors and laymen in favor of compul- 
sory health insurance. 

Dingell said some doctors may feel they must con- 
tribute to the AMA fund lest they be barred from hos- 
pitals. 

“The hospitals will have to take stock,” he said, “and 
decide whether they are going to be tools of the AMA 
or semi-public institutions.” 

Health insurance legislation has been urged repeatedly 
by President Truman, and Dingell said its chances 
of enactment in the new Democratic-controlled con- 
gress are “very good.”—AP, Washington. 


FEDERAL MEDICINE BOOBY TRAP 


It seems certain that we are going to take another 
step on the road to bureaucratic collectivism by the pas- 
sage of a compulsory health insurance bill, to which 
President Truman is pledged. 

The United States Public Health Service is for it, 
as every government agency is always for a vast exten- 
sion of its powers. The labor unions and farmers’ organ- 
izations are for it because it sounds good. Industry 
would like to saddle the federal government with the 
expense of workmen’s compensation cases. Professional 
social workers foresee great opportunities for themselves. 

A mere 150,000 physicians, 90 per cent of whom are 
against it, cannot buck the trend. Besides, they are 
supposed to be “prejudiced” on the current theory that 
those who know most about anything are not reliable 
witnesses. 

I am not against compulsory health insurance because 
it is ‘socialistic,’ but because it is the application of 
national socialism in the least appropriate field. Also, I 
have lived under such medical systems in England, Aus- 
tria and Germany, and they were awful. 

The great joker in all these schemes is that they are 
put forward as “free,” meaning something for nothing. 
Let their proponents at least tell the truth. What is 
advocated is compulsory insurance. 

Every worker in this country will have the cost sub- 
tracted from his pay envelope, and added (by his em- 
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ployers) to the price of everything he buys. He will be 
paying for unused aspirins when he needs the money 
for oranges. He will be supporting innumerabk filing 
clerks—a horrendous paper staff for 150,000,000 people. 
When and if he gets ill, he will find himself as one of 
50 patients (half of them hypochondriacs bent on get. 
ting service for their money) whom a physician must 
examine in an hour! 


And. if he really is ill—and finds that under the slap. 
happy methods of overworked doctors, whose fees are 
assured anyhow, he gets not better but worse—he finally 
will, in desperation, consult one of those private physi- 
cians who refuse to join the assembly line and, atop 
all he already has put up, week by week, pay a private 
fee. 


How do I know this? Because I have experienced it. 


Just why this most inventive country seems compelled 
blindly to copy social measures originating elsewhere is 
baffling. We need better health service. Granted. We 
need many, many more hospitals. The existing hospitals 
need public aid, since the sources of private support 
are increasingly drained off in taxes. And we need more 
genuinely free medicine for people in real jams. 


But before Congress passes any bill for universal sick- 
ness insurance—falsely called “health” insurance—it owes 
it to the American people to tell them exactly what a 
person with, say, an income of from $2,000 to $3,000 
a year is going to have to pay over a working life of 
40 years to take care of his illnesses, and just what 
services the government positively guarantees him in 
return for his money. Will it, for instance, sign on the 
dotted line that if his wife is in labor, the government 
guarantees a bed and a physician at the critical moment? 


Don’t make me laugh! I’ve lived under these schemes. 
—Dorotuy Tuompson, Chicago Daily News, Dec. 21, 
1948. 


PEPPER-SLAUGHTER FORUM DEBATE ON 
COMPULSORY HEALTH INSURANCE 


Florida’s Senator Claude Pepper, silver-tongued orator 
of the Senate, and Florida’s distinguished author-lecturer- 
surgeon, Dr. Frank G. Slaughter, chairman of the Pub- 
lic Relations Committee of the Florida Medical Asso- 
ciation, met head on in a lively verbal tilt in Jackson- 
ville on November 18 in an open forum sponsored by 
the Jacksonville Junior Chamber of Commerce. “Should 
Congress Enact Compulsory Health Insurance Legisla- 
tion?” was the subject of the debate. 

The nation’s foremost advocate of compulsory health 
insurance advanced the usual arguments, long since worn 
threadbare, to bolster his pet scheme, declaring the 
compulsory plan to be “the Democratic approach to the 
essential problem of prolonging the life and preserving 
the health of the American people.” In the light of the 
truth, it takes intestinal fortitude possessed only by the 
very few—especially among those expected to be re- 
sponsible and intelligent representatives of the citizenry 
—to have the temerity to drag out again and again the 
creaky skeleton of 40 per cent rejections in Selective 
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Service and with clanging oratory lay this high rate 
to conditions resulting from lack of medical care. ..Too, 
the sob story indictment of the medical profession, charg- 
ing it with neglecting the medical needs of the peo- 
ple and leaving millions of low income workers without 
medical care, grows boring, to say the least, to any per- 
son who will take the trouble to inform himself. 

With scintillating clarity, Dr. Slaughter, in refuting 
these claims, characterized the Senator’s favorite legis- 
lative child as “a hydra-headed brat, sired by three men 
in the pay of the Federal Government, Altmeyer, Ewing 
and Falk, and designed further to regiment the Ameri- 
can people.” He was quick to remind the capacity 
audience and the radio listeners that the doctors of the 
country are giving away a million dollars a day in free 
medical services and are fostering nonprofit plans for 
prepaid medical care through the Blue Cross and Blue 
Shield whereby people may protect themselves. Point 
by point, Dr. Slaughter knocked down the Senator’s 
straw men as he built up the case against socialized 
medicine, blasting into absurdities the pious claims and 
formidable sounding statistics of his opponent. His 
brilliant rebuttal was abundantly attested by the over- 
whelming approval of the forum and the radio audience. 

Stung by the exigencies of the moment into recanting 
somewhat in view of his wholly untenable position, 
Senator Pepper sought to mitigate his blistering accusa- 
tions by suave speech and hollow expressions of per- 
sonal admiration for the medical profession—an old, 
old story all too familiar to Florida doctors and sorry 
camouflage indeed for an ardent proponent of socialized 
medicine, by whatever name it may be called. Every 
thinking man of medicine must realize that any advo- 
cate, much less an aggressive champion, of governmental 
control of the profession brands himself as its sworn 
enemy. 

Having stated publicly his intention to introduce 
before the next Congress a proposal for compulsory health 
insurance, Senator Pepper specifically identified it as 
following the familiar Wagner-Murray-Dingell line. It 
is no happenstance that on the day he was in Jackson- 
ville contending against Dr. Slaughter’s cogent presen- 
tation of the true situation, Dr. Arthur Altmeyer of 
the Social Security Board announced that not only would 
compulsory health insurance be proposed to the next 
Congress but also compulsory insurance for wage loss 
from sickness, the second head of proposed legislation 
described by Dr. Slaughter as the “hydra-headed brat.” 
And the day following, Mr. Oscar Ewing, Federal 
Security Administrator, made a similar statement before 
a national labor group. 

The physicians of America face today the most 
critical fight in their entire existence, the fight for sur- 
vival as a free profession. The enemies of medicine, 
led by Altmeyer, Ewing and Falk, powerful triad in the 
Federal Security Administration and the Bureau of Re- 
search and Statistics, have as their spokesman one of 
America’s finest orators, the man whose tongue is feared 
most of all on the floor of the Senate. 


152 


His mellifluous 


tones promise to unwary voters a Utopia which could 
only be a pitfall. Not only would it wreck the health 
record of American Medicine and the American People, 
but all too soon it would engulf the nation’s Health anq 
the national economy in a maelstrom of destruction from 
which there would be no escape.—Editorial, Floridg 
Journal, January, 1949. 


NATIONAL HEALTH SERVICE 


Evidence comes in from all over the country that 
doctors’ surgeries are crowded out, and the doctors them. 
selves deplore that this heavy pressure of work has made 
it at times impossible for them to give their patients 
adequate care and attention. If the demand for the doc. 
tor’s time continues at the present level we can fore. 
see that in the event of an epidemic in the winter the 
life of the general practitioner in particular will become 
intolerable. The Minister of Health himself has felt 
obliged to urge the public to use the new Service with 
prudence and discretion. 

Our correspondence columns show that general prac- 
titioners from all parts of the country are critical of 
many aspects of the Service and are especially appre- 
hensive about their economic postition. It would seem 
fair to assume that the general practitioner in the big 
industrial areas should be earning not less than he did 
before July of this year; but he is having to work very 
much harder for it, and in conditions which he deplores 
as unsuitable for the practice of good medicine. The 
Remuneration Subcommittee of the Insurance Acts Com- 
mittee had before it on October 28 an amount of evi- 
dence on which it is to assert the economic case of 
the medical profession. The medical profession is at the 
moment doing its job in extremely difficult circum- 
stances, and it is up to the Government to meet promptly 
the causes of discontent which now prevail.—N.H.S. Brit- 
ish Medical Journal, Nov. 13, 1948. 





TEN REASONS WHY SOCIALIZED MEDICINE 
SHOULD NOT BE INTRODUCED INTO AMERICA 


(Continued from Page 140) 


7. Some M.D.s would become corrupt—a black mar- 
ket would develop. 

8. Political control will encourage corruption. 

9. Tremendous cost—ten to twelve billion dollars— 
four to five per cent out of payrolls, the balance out of 
general taxes. 

10. You can’t get something for nothing. There is a 
limit to soaking the rich. When you soak the corpora- 
tions you soak yourself, through increased cost of the 
manufactured product. 

Let’s be sure‘national sickness insurance will succeed 
before the good which we now have is tossed out and 
something which is untried is accepted in its place. 

We must increase immediately the scope of voluntary 
health service.—Extracts from address of WARREN H. 
Core, M.D., Chicago, Professor of Surgery, University 
of Illinois, presented at Annual County Secretaries- 
Public Relations Conference, MSMS, Detroit, January 9, 
1949. 
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The PELTON line affords the widest selection of 


private office sterilizers offered by any manufacturer: 


Portable Sterilizers, 8 to 20 inches, automatic 
or manual control, bright or satin chrome finish. 


Cabinet Models featuring enamel or laminated 
tops, with or without timer, double or single door 
. all with interior illumination. 


no extra cost. 
Water Sterilizers in 2- and 5-gallon sizes. 


Price conscious or luxury minded, your logical 


choice is PELTON. Write for complete details. 
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THE PELTON & CRANE CO., DETROIT 2, MICH. 
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American Academy of General Practice President, E. C. Texter 


Michigan and its medical profession are signally 
honored in the selection of a Detroit physician to 
head the American Academy of General Practice 
for the ensuing year. E. C. 
Texter, M.D., becomes Amer- 
ican Academy of General 
Practice President at its first 
annual session in Cincinnati, 
March 7-8-9. He is the sec- 
ond President of the general 
practitioners’ organization. 

Dr. Texter born in 
Monroe, Pennsylvania, in 1893. 
After receiving his M.D. de- 
gree from Wayne University in 1917, he interned 
at Providence Hospital, Detroit, and subsequently 
took postgraduate work at Harvard Medical 
School. During World War I, he served in the 
Medical Corps of the United States Navy for two 


years. 


was 





E. C. Texter 


After the war, Dr. Texter began practice in De- 
troit and immediately became active in the work 
of his county and state medical societies. After 
service as President of the East Side (Detroit) 
Medical Society, he was elected Secretary of the 
Wayne County Medical Society, Secretary of the 
newly formed American Academy of General 
Practice of Wayne County, and Chairman of the 
Medical Co-ordination Committee of the Amer- 
ican Academy of General Practice. On the state 
level, he served on the Michigan State Medical 
Society’s Public Relations Committee and as a 
member of the Board of Michigan Medical Service. 
His many civic activities resulted in his being 
chosen as Wayne County Medical Society repre- 
sentative to the Detroit Council of Social Agencies. 


Dr. Texter’s hospital affiliations include staff 
membership at St. Mary’s Hospital, Providence 
Hospital, and Holy Cross Hospital of Detroit. He 
is active in the work of The Players, the Detroit 
Yacht Club, and the Detroit Athletic Club. His 
fraternity is Phi Chi. 

Dr. Texter was married to Helen Rochford in 
1918. The Texters have two children, Helen Pa- 
tricia Ann Texter and E. Clinton Texter, M.D., 
teaching fellow in medicine at Cornell University 
Medical College and research fellow in medicine 


154 


at New York Hospital, working with Irving §, 
Wright, M.D. 


The new President of the American Academy 
of General Practice combines two sterling qualities 
that have aided him in his successful ascent to the 
top—industry and modesty. “Tex” is known by all 
as a hard worker, but his accomplishments are 
marked by such unassuming diffidence that credit 
for some of his well-done jobs oftentimes goes to 
another. Along the way, however, “Tex” has 
made many friends in all parts of the country, 
and these doctors know him for a man of progres. 
siveness and action. So when the time came to 
select a President for the newly formed American 
Academy of General Practice, it was only natural 
that practitioners throughout the United States 
selected that “worker from Detroit,” that general 
practitioner who has kept in the foreground by 
remaining in the background—E. C. Texter, M.D. 





Cancer of the stomach is apparently about twelve times 
more frequent in patients with pernicious anemia. Fre- 
quent stomach x-rays should be of distinct value in such 
individuals. 





You cannot afford to miss the 


MICHIGAN POSTGRADUATE CLINICAL 
INSTITUTE 


W ednesday—T hursday—Friday 
March 23-24-25 


and the 


HEART AND RHEUMATIC FEVER DAY 
Saturday, March 26 


Boox-CapiLiac Hote, DETROIT 


(49) speakers 





eminent 





Forty-nine 


TOPS IN SCIENTIFIC PROGRAM! 
TOPS IN GOOD FELLOWSHIP! 


For hotel accommodations write 
E. C. Texter, M.D., Chairman 
Committee on Hotels 
1005 Stroh Building 
Detroit 26, Michigan 
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Y It is possible to limit your choice of estrogenic substances to 
one preparation—AMNIOTIN—and still meet the greatly vary- 
ing needs of all your menopausal patients. 
AMNIOTIN is the ONLY complex of naturally occurring 
mixed estrogens for use by three routes: intramuscular, oral, 

on and intravaginal. Its great range of potency and flexibility of 
administration enables you to individualize the therapy for 
each and every patient with a single preparation. 

U AMNIOTIN' 
Sal IBB Ampuls and Vials 
SQUIBB complex of naturally occurring estrogens Capsules (oral) 
Pessaries (capsule type) 
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Cancer Comment 





CANCER DEATH RATES IN PHYSICIANS 


Skepticism is expressed occasionally as to the ef- 
fectiveness of public cancer educational programs 
in bringing the patient with a malignant lesion to 
the physician in an early stage of his disease. Some 
idea of the problems involved in making cancer 
education effective can be obtained by viewing 
the physician as a cancer patient. It is reasonable 
to expect that the physician with his professional 
knowledge would recognize in himself signs and 
symptoms of cancer at the earliest possible stage 
and would seek medical care promptly. Certainly 
the public could not be expected to do as well in 
this regard as the doctor. 


In spite of the advocacy of the periodic health 
examination, it is not a widespread practice on the 
part of the general public or the individual physi- 
cian. There is little evidence that physicians, as a 
class, practice any better personal hygiene, espe- 
cially in the matter of diet and in the habitual use 
of alcohol and tobacco, than does the general popu- 
lation. We can assume, therefore, that the physi- 
cian is no more apt to have a malignancy discov- 
ered by a periodic physical examination than the 
ordinary layman. We can also assume that what- 
ever factors produce cancer in lay people are active 
to the same extent in physicians. Both the lay 
person and the physician, at the present time, de- 
pend upon signs and symptoms to focus attention 
on a malignant lesion. The difference between the 
groups rests on the fact that physicians have had 
an education in cancer far superior to that obtain- 
able by the layman no matter to what practical 
lengths the cancer education of the public may be 
carried. 


In an article by Dublin and Spiegelman, on 
“The Longevity and Mortality of the American 
Physician,” published in the Journal of the Amer- 
ican Medical Association, August 9, 1947, it is 
shown that deaths among physicians due to cancer 
were 198 per 100,000 while deaths among all white 
males were 244 per 100,000, a ratio of 4 to 5; or 
stated in another manner, 20 per cent fewer can- 
cer deaths in American physicians than in Amer- 
ican men in general. The same authors in the 
August 21, 1948, issue of the same Journal, discuss 
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the mortality of medical specialists, where it js 
shown that the cancer death rate of all specialists 
is about 10 per cent lower than of the medical 
profession at large. It is pertinent that the mor. 
tality rate from cancer among general surgeons js 
only 81 per cent of the rate for physicians in gen- 


eral and is appreciably lower than that for any 


other specialty or non-specialists. It is logical to 
assume that the advantage to the general surgeon 
in this regard may be a result of his training in 
the early recognition of signs and symptoms of 
malignancy and his knowledge of the benefit of 
early treatment. 

In summary, one can say that doctors, as a class, 
die less frequently of cancer than other American 
males; that, in turn, specialists die of cancer less 
frequently than the non-specialists; and, of the 
specialists, the general surgeons have by far the 
lowest cancer death rate. Although other factors 
play a part, it is evident that the mortality rate 
for cancer. varies inversely with the amount of 
knowledge of cancer possessed by the individual. 

These conclusions lend impetus and encourage- 
ment to cancer education programs for the gen- 
eral public. They also point to the need for con- 
tinued education among physicians. It does not 
appear fhat the cancer death rate among physi- 
cians is low enough to stimulate any great profes- 
sional pride on their part. 





Approximately 50 per cent of carcinomas of the ce- 
cum and ascending colon are resectable where diagnosed. 
Following removal, 40 per cent of the patients remain 
well for five years. 


If digital and proctoscopic examinations are negative 
in a patient suspected of having a rectal malignancy, 
x-ray examination of the colon is indicated to rule out 
a serious lesion higher up. 


Microscopic serial sections of prostates removed for 
benign hypertrophy will show an incidence of up to 80 
per cent with at least small areas of malignant degenera- 
tion. 


Do you know that last year in Michigan cancer caused 
more deaths under age twenty than did acute rheumatic 
fever, measles, diphtheria, poliomyelitis, scarlet fever, 
whooping cough and syphilis combined? 


Do you know that cancer of the central nervous system, 
leukemia and lymphoblastoma are the most common 
types of cancer in childhood? 
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— Mihough turned tissues supply an eaccllent medium for Caclerial growth, 


infection may be minimized by the prompt, topical application of an efficient antibacterial agent. For this 


ed for purpose, fine-mesh gauze strips impregnated with Furacin Soluble Dressing may be used. The effectiveness 
» to 80 of Furacin in combatting mixed infections of burns without delay of healing has been well demonstrated.* 
yenera- Furacin N.N.R., brand of nitrofurazone, is available as Furacin Soluble Dressing and as Furacin Solution, both 


containing 0.2 per cent Furacin.® These preparations are indicated for topical application in the prophylaxis 
and treatment of infections of wounds, second and third degree burns, cutaneous ulcers, pyodermas and skin 


caused grafts. Literature on request. : EATON LABORATORIES, INC., NORWICH, N.Y. 
~umatic 
fever, *Snyder, M. L., Kiehn, C. L. and Christopherson, J. W.: Mil. Surgeon, 97: 380, 1945. * Shipley, E. R. and Dodd, M. C.: 


Surg., Gynec. & Obst., 83: 366, 1947 © Mays, J. L.: J. Med. Assoc. Georgia, 36: 263, 1947. © Curtis, L.: Surg. Clin. N. 
America, 1466 (Dec.) "1947. 
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Blue Cross Community Enrollment in. 1949 


Blue Cross community enrollment activities will 
receive greater impetus this year through closer 
co-operation by the state’s doctors participating in 
the Michigan Medical Service program and by 
members of the Women’s Auxiliary to the Michi- 
gan State and county medical societies. 


The medical profession and its auxiliaries’ in- 
terest in Blue Cross is not new. A program of 
public education in matters pertaining to Blue 
Cross, its purposes and benefits, was undertaken 
by the doctors and their wives in various com- 
munities throughout the past year. Blue Cross 
literature was distributed to interested patients 
and questions answered by the doctors’ secretaries, 
who, at luncheon and dinner meetings with Michi- 
gan Medical Service representatives, were “in- 
doctrinated” in the non-profit medical care pro- 
gram. Members of the state and county medical 
society auxiliaries served as volunteer workers in 
Blue Cross community enrollment campaigns by 
staffing enrollment headquarters, and, in some 
instances, by distributing Blue Cross pamphlets to 
their neighbors. 


At a meeting of the Michigan Medical Service 
Board of Directors last September, a vote of thanks 
was given to the women’s auxiliaries for their as- 
sistance in the community enrollment campaigns. 
This was followed by an official vote of the state 
auxiliary to continue to lend assistance when need- 


ed. 


Blue Cross community enrollment drives are 
conducted primarily for the purpose of giving an 
opportunity for Blue Cross protection to those 
people ineligible for Blue 
employe or other recognized groups. 
While the Michigan Hospital Service-Michigan 
Medical Service contract for community-enrolled 
subscribers offers better protection than that pro- 
vided by commercial insurance plans, it must, for 
actuarial reasons, be less comprehensive than the 
Blue Cross group contract. Community enrollment 
campaigns, however, untap many group enroll- 
ment possibilities; in the fifteen campaigns under- 
taken during 1948, there were a total of 125 Blue 
Cross groups enrolled as result of the community 
enrollment activities. 


Cross membership 


through 
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The tentative schedule for Blue Cross comunity 
enrollment campaigns in 1949 is as follows 


Petoskey-Cheboygan, February; Hillsdale-Cold- 
water, February; Port Huron, March; Bay City. 
March; Lansing, April; Benton Harbor, April: 
Grand Rapids, May; Muskegon, May: Allegan. 
Holland, June; Ironwood, June; Marquette, July: 
Pontiac, July; Alpena, August; Traverse City, 
August; Kalamazoo, September; Battle Creek, 
September; Cadillac-West Branch, October: Jack- 
son, October; Flint, November; Saginaw, Novem- 
ber; and Ann Arbor, in December. 


Michigan Medical Service participating doctors 
will continue to serve on important Blue Cross 
steering committees for the community enrollment 
campaigns, will continue to provide Blue Cross 
literature for their patients, and will co-operate in 
the “indoctrination” of their secretaries in the Blue 
Cross program. Members of the state and county 
medical society auxiliaries will staff Blue Cross 
community enrollment headquarters, as they have 
done in the past, and will serve, too, as a speakers’ 
bureau on Blue Cross matters. Short talks, pre- 
pared by Blue Cross, have been made available to 
auxiliary members for presentation before other 
civic groups to which they belong. 

By this personal and “intimate” contact of the 
medical profession and its auxiliaries with the 
citizens of Michigan, there should come forth a 
true understanding of the profession’s program of 
non-profit, 


voluntary _ hospital-surgical-medical 


care. 
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Inorganic and Organic Chemicals 
Biological Stains - Solutions 
Chemical Indicators - Test Papers 
Distributed by 
Physician and Laboratory Supply Houses 
| The COLEMAN & BELL COMPANY, Inc. 


MANUFACTURING CHEMISTS NORWOOD, OHIO, U.S. A. 
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Effective in combating 
simple depression 


When the cause of the underlying 
emotional disturbance is apparent— 

and when it has been properly ventilated— 
“Benzedrine’ Sulfate has proved its 
effectiveness in the treatment of mild but 
persistent psychogenic depressions, 

such as may be found: 

Attending old age 

With prolonged postoperative recovery 
Accompanying prolonged pain 

When psychopathic problems develop after childbirth 
Precipitated by the menopause 

With debilitating or crippling chronic organic disease 


Benzedrine Sulfate scsies. cic: 


(racemic amphetamine sulfate, S.K.F.) 





one of the fundamental drugs in medicine 


Smith, Kline & French Laboratories, Philadelphia 


°T. M. Reg. U.S. Pat. Off, 
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PR in Practice 
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Public Education 


In order better to serve the people of Michigan, 
a definite comprehensive program of public edu- 
cation has been developed by the Special Com- 
mittee on Education of the Michigan State Med- 
ical Society. This program—working in conjunc- 
tion with the established Public Relations Program 
—calls for closer contact between the State and 
component County Medical Societies with in- 
creased effort on the local level. To implement 
the activity, five full-time Public Relations Ficld 
Secretaries have been obtained and assigned to dis- 
tricts as follows: 


North 


Grand Traverse-Leelanau-Benzie County Medical Society 

Manistee County Medical Society 

Northern Michigan Medical Society (Antrim, Charle- 
voix, Cheboygan, Emmet) 

Wexford-Missaukee County Medical Society 

Alpena-Alcona-Presque Isle County Medical Society 

Medical Society of North Central Counties (Otsego, 
Montmorency, Crawford, Oscoda, Roscommon, Oge- 
maw, Gladwin, Kalkaska) 

Chippewa-Mackinac County Medical Society 

Delta-Schoolcraft County Medical Society 

Luce County Medical Society 

Marquette-Alger County Medical Society 

Dickinson-Iron County Medical Society 

Gogebic County Medical Society 

Houghton-Baraga-Keweenaw County Medical Society 

Menominee County Medical Society 

Ontonagon County Medical Society 


West 


Eaton County Medical Society 

Hillsdale County Medical Society 
Jackson County Medical Society 
Branch County Medical Society 
Calhoun County Medical Society 

St. Joseph County Medical Society 
Allegan County Medical Society 

Berrien County Medical Society 

Cass County Medical Society 
Kalamazoo County Medical Society 
Van Buren County Medical Society 
Barry County Medical Society 
Ionia-Montcalm County Medical Society 
Kent County Medical Society 

Ottawa County Medical Society 

Mason County Medical Society 
Mecosta-Osceola-Lake County Medical Society 
Muskegon County Medical Society 
Newaygo County Medical Society 
Oceana County Medical Society 


East 


Huron County Medical Society 

Sanilac County Medical Society 

Lapeer County Medical Society 

St. Clair County Medical Society 
Saginaw County Medical Society 
Tuscola County Medical Society 
Bay-Arenac-Iosco County Medical Society 
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Lenawee County Medical Society 
Livingston County Medical Society 
Monroe County Medical Society 
Washtenaw County Medical Society 
Macomb County Medical Society 
Oakland County Medical Society 
Midland County Medical Society 


Central 


Ingham County Medical Society 

Clinton County Medical Society 

Genesee County Medical Society 

Shiawassee County Medical Society 
Gratiot-Isabella-Clare County Medical Society 


Detroit 
Wayne County Medical Society 
East Side 
West Side 


Down River and Dearborn 


Wayne County Medical Society to 
Celebrate Centennial 


The year 1949 marks the 100th birthday of the 
WCMS, and in celebration a ceremony is planned 
in Detroit at the Masonic Temple on April 26. 
This offers an excellent opportunity for a review 
of the great growth in medical service both in 
Detroit and elsewhere. Watch for more on this. 


“Tell Me, Doctor” 


The “Tell Me, Doctor” program is now being 
carried daily over 23 Michigan stations. Doctors 
of medicine can perform a valuable P.R. service by 
telling their patients and friends about this pro- 
gram and urging them to listen. 

The program is in use over some sixty stations 
outside of Michigan, and a campaign is being car- 
ried out to place it in every state of the union by 
a national distributing organization. 

The success of the program has been indicated 
by a continually increasing number of stations 
which have carried the program, as well as by 
the volume of mail reflecting public interest. 


Recognition Awarded MSMS PR Program 


The public relations program of the Michigan 
State Medical Society has been selected for a case 
history study by the weekly Public Relations News 
published by Glenn and Denny Griswold, New 


York, N. Y. This.top PR trade magazine devotes | 


a portion of each issue to explaining and analyzing 


(Continued on Page 162) 
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Consistent Research Makes Scientific Design Basic In 


CAMP SCIENTIFIC SUPPORTS 


For many decades it has been our privilege to work closely with 
physicians and surgeons in the design, improvement and manu- 
facture of anatomical supports to meet the needs of their patients. 
The unique Camp adjustment feature insures: proper firmness 
about the pelvis and controlled support of the abdomen, spinal 
column and gluteal region without compression. Write for your 
copy of the Camp “Reference Book for Physicians and Surgeons.” 
THIS EMBLEM is displayed only by reliable merchants 
in your community. Camp Scientific Supports are never 
sold by door-to-door canvassers. Prices are based on 
intrinsic value. Regular technical and ethical training 


of CAMP fitters insures precise and conscientious atten- 
tion to your recommendations. 











Fepruary, 1949 


S. H. CAMP and COMPANY, Jackson, Michigan 
World’s Largest Manufacturers of Scientific Supports 
Offices in NewY ork* Chicago* Windsor, Ontario* London, England 
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PR IN PRACTICE 


Recognition Awarded MSMS PR Program 


(Continued from Page 160) 


public relations activities, selecting each week an 
outstanding and successful example from a partic- 
ular professional or business field. 


Postgraduate Clinical Institute 


Ralph A. Johnson, M.D., Detroit, has accepted 
the chairmanship of the Press Relations Commit- 
tee for the 1949 Michigan Postgraduate Clinical 
Institute. Other members of the committee are 
William Bromme, M.D., Detroit, H. F. Dibble, 
M.D., Detroit, and L. W. Hull, M.D., Detroit. 

An excellent program has been planned, and a 
turn-out of over 2,000 doctors of medicine is antic- 
ipated. All subjects on the Institute and the 
Heart Day Programs will be applicable to clinical 
medicine. They will stress diagnosis and treatment, 
usable in everyday practice. 

News releases concerning the Institute have been 
sent out, and invitations to attend have been ex- 
tended to practitioners from Ohio, Indiana, Wis- 
consin, and Ontario, Canada. 


Requests for “Lucky Junior” 


Requests for the use of the MSMS film “Lucky 
Junior” have been received from the Detroit Public 
Libraries; Los Angeles Board of Education; New- 
ark, New Jersey, Board of Education; New York 
Department of State; Washington, D. C., Recrea- 
tion Department; Louisiana State Medical Society: 
Medical Society of Virginia; Illinois State Medical 
Society: the Sound-Photo Equipment Company of 
Labbock, Texas, and others. In addition to these, 
numerous requests have been received for the pic- 
ture in 16mm for showing before selected groups 
in Michigan. The outstate requests are being 
honored on a lease basis and the requests from 
Michigan are being postponed until the comple- 
tion of showings of the picture in commercial 
theaters. 


Indications of the reception given “Lucky 
Junior” by theater audiences are to be found in the 
reports from the theater managers of all of those 


theaters which have presented the film to date: 


Favorable Audience Reaction ....................:.csecceeeseeees 93% 
NS SLR ELLA TN I 6% 
Unfavorable Audience Reaction ................:::cccceeceeees 1% 
“Good” rating by Theater Managers ........................ 86% 
No Comment by Theater Managers ........................065 13% 
“Poor” rating by Theater Managers ........................ 1% 
162 


Medical Public Relations 


Our principal sins have been those of omis- 
sion: the failure of individual doctors to answer 
calls as promptly as possible, to take night calls. 
or even to show enough interest in a sick patient 
to suggest other medical men who might be willing 
to make unwanted calls; and the failure of the 
medical profession to supply doctors for rural 
areas. Most of these sins of omission can be 
charged to the artificial shortage of medical man- 
power created by the excessive demands of the 
armed services, plus the fact that a disproportion- 
ately large number of doctors have preferred to be 
specialists rather than general practitioners. Among 
our sins of commission have been those of charg- 


ing excessive fees and accepting rebates or “kick- 
backs.” 


One major weakness of the medical profession is 
that so few of its members manifest any active 
interest in its problems, except to criticize those 
who do take the leadership in medical organiza- 
tions. The vast majority are opposed to being 
regimented under political control, yet make no 
attempt to register their opposition. For years 
they indulged in the complacent thought that 
“Tt can’t happen here”; now only too many are 
taking the defeatist attitude that “There isn’t 
anything we can do about it.”—Editorial, North 


Carolina Medical Journal, December, 1948. 


The American Medical Association’s confer- 
ence on Public Relations in November was the 
first formal meeting of its kind ever held by the 
American Medical Association. . . . The pity about 
this conference is that it came ten years too late. 
Had the proper relations been established with 
the general public ten years ago, the “bugaboo” of 
socialized medicine would not be here to plague 
us. . . . Headquarters is catching up with the think- 
ing in several of the States. So important was 
this first conference that it is to be an annual 


affair at the Interim Session and will probably be | 


expanded to a two-day program. 
not prepared at this moment to discuss the advis- 
ability of the American Medical Association’s as- 
sessing its members. It may be too late—we think 
it is ten years too late—Editorial, Delaware State 
Medical Journal, December, 1948. 
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The Rational Application of 
Sedative and Analgesic Drugs 


By Stuart C. ‘Cullen, M.D., 
Iowa City, Iowa 


N INFINITE occasions 

the patients with whom 
the physician comes in con- 
tact, and particularly those 
upon whom it is necessary to 
perform some diagnostic or ma- 
jor or minor surgical procedure, 
are subjected to strange sights, 
heavy and nauseating aromas, 





and intriguing yet terrifying 
sounds as well as discomfort. On these occasions it 
is desirable and possible to alleviate the mental dis- 
tress and an appreciable degree of the physical dis- 
tress with appropriate sedative and analgesic drugs. 


If the physician is interested in the comfort of 
his patients as well as in their physical well-being, 
he can well afford to take the time necessary to 
administer a sedative and an analgesic drug prior 
to or concomitant with the diagnostic or surgical 
procedure. It may well be that the minimal time 
and effort and knowledge applied to this adminis- 
tration will make the difference between a pro- 
cedure well done and with satisfaction to the 
patient and a procedure which is both harrowing 
to the patient and exasperating and unsatisfactory 
for the physician. More and more patients are 
learning and are expecting that they need not be 
exposed to medical practices of the Dark Ages in 
relation to relief of mental and physical discom- 
fort. 


Presented at the eighty-third annual session of the Michigan State 
Medical Society, Detroit, September 22, 1948. 

From the Division of Anesthesiology, Department of Surgery, 
State University of Iowa College of Medicine, Iowa City, Iowa. 
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All too often sedative and analgesic drugs are 
given to patients without any consideration of the 
pharmacologic properties of the drugs, without 
anything more than a cursory evaluation of the 
dose required, and usually because in some prior 
more or less similar situation the physician had seen 
the drug given. To obtain a consistently safe and 
satisfactory response to sedative and analgesic 
drugs, it is expedient to use the drugs according 
to their respective pharmacologic effects and in a 
dose and by a route that will give reasonable as- 
surance of a minimum of unnecessary depression 
and give the desired effect promptly. 

Although the drugs that are to be discussed are 
used as premedication for anesthesia, the factors 
that involve their rational application as premedi- 
cating drugs also influence their application in 
other situations. Attention to and retention of the 
basic fundamentals associated with the use of these 
drugs will not only result in better anesthesia but 
can also result in more prompt and effective con- 
trol of convulsions, more adequate and less de- 
pressing control of acute pain such as that asso- 
ciated with renal colic, and safe and effective seda- 
tion of apprehensive patients. 


The drugs to be discussed are representatives of 
three groups, the opiates, the belladonna deriva- 
tives and the barbiturates. 


Morphine 


Morphine is the most commonly employed mem- 
ber of the opiates because it fulfils its functions 
Mor- 


phine possesses three useful properties. These are 


with the least amount of unfavorable action. 


(1) reduction of reflex irritability, (2) reduction 
and (3) 


should be used only when these properties are 


of metabolism, Morphine 


analgesia. 


desired. It is a poor hypnotic drug. 
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Morphine may be administered by any one of 
three routes, depending on the time available for 
the production of its full effect. It may be given 
subcutaneously, and its full effect will be secured 
in approximately ninety minutes. It may be 
given intramuscularly, and its full effect will be 
obtained in approximately forty-five minutes. It 
may also be given intravenously, and its full effect 
will be manifest in approximately fifteen minutes. 
Administration of morphine by the intravenous 
route is an old established custom and a safe pro- 
cedure, and it is unfortunate that use of this route 
It is 


useful not only in premedication for emergency 


of administration is not more widespread. 


surgery but for relief of the acute pain of renal 
and gall-bladder colic, angina pectoris, et cetera. 
The prompt action when morphine is given intra- 
venously forestalls the tendency, when it is given 
subcutaneously, to overdose the patient during the 
development of the effect of the drug. In anes- 
thetic practice, intravenous injection prevents the 
simultaneous development of the cumulative effect 
of anesthetic drug and morphine depression at the 
termination of the anesthesia. Too many patients’ 
lives are seriously endangered and lost through the 
following practice: 


Morphine is given subcutaneously a half-hour or less 


prior to anesthesia. The anesthesia lasts approximately 


an hour, and at its conclusion the patient has the maximal 
effect of both the anesthetic agent and the morphine. 
He is returned to the ward or room with respiratory and 
circulatory depression; obstruction develops, followed 
by asphyxia, and he dies, 


Had the morphine been given in a manner which 
permitted the development of its total action be- 
fore induction of the anesthesia, its effect would 
be wearing off during the anesthesia and there 
would be minimal combined depression at the con- 
clusion of the anesthesia. 


The same dose of morphine is used regardless of 
the mode of administration, although it is pos- 
sible to gauge the dose most accurately with the 
intravenous route because the drug can be given 
slowly and stopped when the desired effect is 
obtained. It is usually advisable to dilute the mor- 
phine with 3 to 5 c.c. of saline when it is to 
A 25-gauge needle is 
preferable because administration of the drug is 


be given intravenously. 


then deliberately slow anc’ @ natural tendency to 
Two or three min- 
After the 


rapid injection is overcome. 
utes should be taken for the injection. 
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morphine has been made up in the usual form for 
subcutaneous administration, it may be admin. 
istered intravenously by injecting a portion of the 
dose, aspirating blood, reinjecting another portion, 
aspirating again, and so on, until the whole dose 
has been injected. This process dilutes the mor- 
phine concentration and lengthens injection time. 


Occasionally a patient complains of occipital 
headache during intravenous injection of morphine, 
It is advisable then to slow the injection still more 
or discontinue it. No other unusual reaction can 
be anticipated from the use of morphine intrave- 


nously. 


Unfavorable reactions to morphine are due most 
often to overdosage, which causes respiratory ob- 
struction, depression and asphyxia. It is difficult 
to cause death with morphine if the patient is kept 
properly oxygenated. The chief cause of the hy- 
poxia in morphine depression is not the reduction 
in respiratory rate but rather the respiratory ob- 
struction that develops as the patient becomes 
narcotized and the jaw and tongue relax. If 
a patient’s airway remains, or is kept, unobstructed, 
he may remain quite well oxygenated even though 
he is breathing only four or five times a minute. 
The respiration of morphine depression is charac- 
terized by slow but excessively deep breaths (in 
the unobstructed patient), and the minute volume 
exchange, although reduced, is often adequate. 
If the morphine depression is severe and prolonged, 
there may also be circulatory depression. 


The treatment of morphine depression is aimed 
essentially at efficient oxygenation of the patient. 
The first step in treatment is establishment of the 
airway. Treatment of morphine depression or any 
other drug depression will be frequently unsuccess- 
ful unless prompt and effective care is taken of the 
airway. After establishment of the airway, oxy- 
gen is given. Artificial respiration may be required 
to accomplish satisfactory oxygenation. It is not 
necessary nor rational to get the patient up and 
walk him about. Nor is it necessary or benefi- 
cial constantly to belabor and mutilate the patient 
with painful stimulli. 

The use of analeptics such as coramine, metrazol, 
caffeine sodiobenzoate, alpho-lobeline and benze- 
drine is of little value in the treatment of mild 
morphine depression and of no value in the treat- 
It is true 
that the analeptics are capable of increasing the 
respiratory rate and perhaps effecting a slight in- 


ment of severe morphine depression. 
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crease in the minute volume exchange, but these 
penefits are temporary and do not result in per- 
manent effective oxygenation. The analeptics may 
be used, but only after a patent airway has been 
established and adequate oxygenation insured by 
other more suitable means. They are useful some- 
times in bringing patients from a mild state of 
mental depression to full consciousness. It is dan- 
gerous practice to employ analeptics as the sole 
measure in the treatment of morphine depression 
in the fallacious belief that one is employing all 
the treatment possible under the circumstances. 
The injudicious use of analeptics in the hypoxic 
patient may result in convulsions. 


Another unfavorable reaction to morphine is 
This re- 


action is characterized by nausea and emesis and 


that resulting from a true idiosyncrasy. 
violent and persistent retching. Many patients 
vomit after receiving morphine. If the nausea 
and emesis are relatively mild and of short dura- 
tion, they cannot be considered a sign of a true 
idiosyncrasy and there is no need for avoiding the 
repeated use of morphine in that patient. In a 
patient who exhibits, or gives a history of, vio- 
lent and persistent nausea, emesis and retching, 
these signs can be interpreted as indicative of a 
true idiosyncrasy and it will be advisable to seek 
a substitute for morphine. There is little effective 
treatment for this type of reaction and no danger 
associated with it. Analeptics, particularly metra- 
zol, may be of some value in controlling the reac- 


tion. 


There are two other reactions to morphine that 
occur infrequently. Morphine is a smooth muscle 
stimulant, and in a few susceptible individuals 
there is excessive contraction of the sphincter of 
Oddi, causing pain which is indistinguishable from 
acute gall-bladder colic. This can be controlled 
fairly readily with spasmolytics such as atropine and 
scopolamine. In a few rare individuals who seem 
to be robust and have an active metabolism and 
normal reflex irritability, there is abnormal respira- 
tory depression with ordinary therapeutic doses. 
These patients are treated as outlined earlier. It 
is important that they be told of their unusual sus- 


ceptibility to avoid repetition of depression. 


There are a number of substitutes for morphine 
that can be used with success and to advantage in 
patients who have a true idiosyncrasy to morphine. 
These are pantopon, dilaudid, demerol and metha- 
don. 
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Pantopon is a composite of all the alkaloids of 
It is not too sat- 
Its popu- 
larity as a substitute has probably been enhanced 


opium and contains morphine. 
isfactory a substitute for morphine. 


by its use in patients who do not have a true 
idiosyncrasy and who experience less nausea and 
emesis than with morphine by reason of the rela- 
tively minimal amount of morphine present in 
pantopon. 


Dilaudid is a true substitute for morphine. It 
is a synthetic drug and causes much less nausea 
and emesis than morphine. - Its chief disadvantage 
is its tendency to produce pronounced respiratory 
depression in doses necessary to effect satisfactory 
analgesia and reduction of reflex irritability and 
metabolism. 


Demerol is a synthetic substitute for morphine 
which produces a minimal amount of nausea and 
emesis and very little respiratory depression and 
is also capable of exerting an atropine-like effect. 
Its effect in lowering reflex irritability and metabo- 
lism is not established, but it is probably not as 
active in this regard as morphine. It is a satis- 


factory substitute for morphine. 


Methadon (An-148, amidon, dolophine) is a new 
synthetic drug. In equivalent doses it is two to 
three times as analgesic as morphine. It can be 
used as a substitute for morphine in patients who 
need pain relief with a minimum of nausea and 
emesis and respiratory depression. However, it 
seems incapable of producing any significant psy- 
chic depression, and in many patients it is less sat- 
an analgesic because it fails to 
produce euphoria. On the other hand, it appar- 


ently is capable of effecting addiction. 


isfactory as 


Belladonna Group 


The drugs of the belladonna group that are 
used most commonly are atropine and scopolamine. 
Hyoscine is the same as scopolamine. 


The properties which make these drugs useful 
are (1) depression of mucus secretions, (2) de- 
pression of reflexes mediated through the vagus, 
(3) counterbalancing of the respiratory depression 
of morphine, and (4) psychic sedation. 


These drugs may be administered by any of the 
three routes employed for morphine, namely, sub- 
cutaneously, intramuscularly and intravenously. 
As with morphine, it is desirable to have the full 
effect of these drugs developed prior to the induc- 
tion of the anesthesia. Their maximal effect is 
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obtained in approximately fifteen minutes when 
given subcutaneously and almost immediately when 
given intramuscularly or intravenously. As a rule, 
however, they are given at the same time as mor- 
phine to eliminate the necessity for two hypoder- 
mic or intravenous injections. They may be com- 
bined in the same syringe with morphine. 
Scopolamine is used in preference to atropine 
in all patients except those under five years of 
age and those over seventy-five. Atropine is used 
age the dose of 
scopolamine required to secure the optimal degree 


in these two groups because 
of depression of mucus secretion and vagal trans- 
mission is prone to induce unfavorable reactions. 
In the age group between five and seventy-five 
years, scopolamine is used safely and efficaciously 
It has three advan- 
tages over atropine: (1) it is more effective in 
counterbalancing the respiratory depression of mor- 


without untoward reactions. 


phine, (2) it contributes a satisfying measure of 
psychic sedation and amnesia, and (3) it inhibits 
much of the nausea associated with the adminis- 
tration of morphine. It is possible to give large 
doses of morphine (114-2 gr.; 0.09-0.12 gm.) with- 
out undue respiratory depression, provided the 
morphine is given with scopolamine. Psychic seda- 
tion from scopolamine is characterized by a feeling 
of euphoria and complete lack of concern over the 
proceedings. In addition, partial, and at times 
complete, amnesia can be secured. This is ad- 
vantageous in all patients but is particularly bene- 
The 


coincident administration of morphine and scopola- 


ficial in children and apprehensive patients. 


mine eliminates all but a minor degree of nausea 
and emesis frequently associated with morphine 
in those patients who do not have a true idiosyn- 
crasy. This property of scopolamine can be used 
to advantage in the postoperative period and at 
other times when morphine is necessary and pro- 
vokes gastric distress of short duration. 
Unfavorable reactions to atropine are charac- 
terized by a flushed face, circumoral pallor, tachy- 
cardia, mydriasis and anhidrosis. If the reaction 
is severe in adults or if the reaction occurs in chil- 
dren, there may be an elevation of the body tem- 
perature. Severe reactions, which are rare, may 
The 
flushed face, circumoral pallor, tachycardia, an- 
These 
symptoms occur frequently in children and do not 
constitute a contraindication to anesthesia or sur- 


be associated with mental aberration. 


hidrosis and mild fever are not dangerous. 
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gery, nor do they require treatment. 


Unk SS the 


fever is excessively high, no treatment for an 


atro- 
pine reaction is necessary. Symptomatic tre. tment 


with cold baths, ice, et cetera, is indicated for pa- 
tients with high fever. Mental disorientation j 
usually associated with the high fever and is treated 
in the same manner, perhaps with the addition 
of hypnotic drugs and oxygen. 


Unfavorable reactions to scopolamine are char. 
acterized by the same signs and symptoms as those 
of atropine poisoning. In addition, mental excite. 
ment progressing to delirium may develop. This 
infrequent reaction can be treated successfully with 
apomorphine in subemetic doses (1/40 gr.; 0.0015 
gm.). The apomorphine may be repeated at 
thirty-minute intervals until the delirium is sat- 
isfactorily controlled. 


Unfavorable reactions of even mild degree are 
a rarity when scopolamine is used properly. The 
advantages to be gained by the use of scopolamine 
far outweigh any slight disadvantage it may have. 
Comparative observation of the patients given 
atropine and scopolamine will soon convince the 
skeptic of the benefits of scopolamine. 


Barbiturates 


The short-acting barbiturates are most often 
employed because prompt onset of action and quick 
recovery are usually desired. The two barbiturates 
comr>only used are nembutal and seconal. 


The properties for which these drugs are used 
are (1) hypnosis and (2) protection against the 
convulsive manifestations of a reaction to cocaine 
and similar drugs. It is well to remember that the 
barbiturates are poor agents for analgesia and 
should not be used for that purpose. They should 
be used with caution in patients with pain, be- 
cause the barbiturates repress the inhibitions and 
often provoke disorientation. 


The short-acting barbiturates are usually given 
by mouth, although preparations are available 
which can be given parenterally. There is a 
growing tendency to use nembutal intravenously 
for premedication and sedation. The use of the 
barbiturate intravenously avoids the unreliable 
effect associated with the inconstant absorption of 
the drug from the stomach and intestine. Intra- 
venous administration permits the development 
of more exact degrees of depression. The maximal 
effect from nembutal given intravenously is ob- 
tained in approximately three minutes. The maxi- 
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mal eflect is obtained in approximately twenty 
minutes when the drug is given by mouth. It is 
important to remember that the barbiturates are 
absorbed best from the alkaline medium of the 
small intestine. This fact makes it advisable to 
give the barbiturate a half-hour before the ad- 
ministration of morphine when the two drugs are. 
ysed together. The morphine relaxes the stomach 
and increases the tone of the pylorus, delaying the 
passage of the capsule of barbiturate from stomach 
to small intestine. The effect of the short-acting 
barbiturates lasts approximately four hours. 

Unfavorable reactions to the barbiturates are 
due most often to overdosage, causing respiratory 
depression, obstruction and asphyxia. They often 
cause circulatory depression. The respiratory de- 
pression is characterized by shallow respirations at 
a normal or slightly increased rate, in contrast 
with the slow deep breathing of morphine depres- 
sion. The treatment for barbiturate depression is 
essentially the same as that for morphine depres- 
sion. The airway must be established, the pa- 
tient must be oxygenated and the circulatory de- 
pression relieved. The analeptic drugs have little 
or no value unless the depression is minimal, be- 
cause the analeptics effect only a brief stimulation 
and the patient lapses again into the depression. 

Occasionally some individuals manifest an al- 
lergic reaction to the barbiturates. These are 
usually characterized by cutaneous lesions. Use 
of barbiturates should be avoided in patients giving 
a history of such a reaction. 

A few people become disoriented under the in- 
fluence of the barbiturates, particularly patients 
over seventy years of age. The incidence of such 
reactions is low, however, and close scrutiny of a 
history of this type of reaction usually reveals that 
the barbiturates were used in the presence of pain, 
in excessive doses or in some other improper 
fashion. 

The determination of dosage depends on the 
patient’s level of reflex irritability. This level of re- 
flex irritability parallels fairly constantly the meta- 
bolic activity of the individual. The metabolism 
of the individual varies with his age. The most im- 
portant single factor influencing the estimation of 
the level of reflex irritability, and therefore the 
tolerance to depressant drugs, is the patient’s age. 
If any one asked to prescribe a depressant drug 
were limited to one piece of information about the 
patient, the most valuable item would be the age. 
From a given value at birth, the metabolic activity 
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increases sharply to five years of age, when it 
recedes slightly, to rise again at puberty, after which 
it gradually declines until old age. This delineates 
the reason for the frequent underdosage of children 
and the overdosage of the aged. 

Basic levels of reflex irritability and metabolism 
are increased by fever, pain, emotional disturbances 
and specific hypermetabolic states (hyperthyroid- 
ism). Patients with such complications have a 
higher tolerance for depressant drugs and require 
larger doses than other patients. 

Basic levels of reflex irritability and metabolism 
are decreased in certain races (Negroes, Orientals) 
and by debilitating disease, asthenia and specific 
hypometabolic states (hypothyroidism). These per- 
sons tolerate depressant drugs less well and require 
smaller doses than the average patient. 

Morphine and scopolamine are used in the ratio 
of twenty-five parts of morphine to one part of 
scopolamine. In this ratio, the beneficial effects of 
both drugs are enhanced and the undesirable ef- 
fects minimized. Optimal analgesia and reduction 
of reflex irritability and metabolism are secured 
with the morphine with minimal respiratory de- 
pression and nausea. Effective drying of secre- 
tions, psychic sedation and amnesia are obtained 
with the scopolamine with lessened discomfort to 
the patient from a dry mouth and rare toxic re- 
actions. 

In practice, this ratio works out in the following 
manner: 


Morphine % gr. (0.015 gm.) and scopolamine 1/100 
gr. (0.0006 gm.) 

Morphine 1/6 gr. (0.01 gm.) and scopolamine 1/150 
gr. (0.00045 gm.) 

Morphine 1/8 gr. (0.008 gm.) and scopolamine 1/200 
gr. (0.0003 gm.) 


Although there has been some emphasis on the 
application of the foregoing pharmacologic proper- 
ties of the drugs in anesthetic practice, it is reiter- 
ated that every physician in his every-day practice 
can use this same knowledge to advantage in other 
areas. 





=—Vsms 


In the anesthetized patient the vital capacity is re- 
duced by some 15 per cent, with some basal pulmonary 
atelectasis, in the Trendelenburg, head-down tilt, gall- 
bladder bridge, lithotomy and lateral kidney positions. 
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Sodium and Water Excretion 
in Pregnant Women 


By Willis E. Brown, M.D., and 
J. T. Bradbury, Sc.D. 


Iowa City, Iowa 


OXEMIA of pregnancy is 

a clinical syndrome of dis- 
ordered physiology character- 
ized by edema, hypertension, 
and albuminuria. Since its eti- 
ology is unknown, therapeutic 
schedules are designed to alle- 
viate the more obvious symp- 
toms. Many investigators and 
clinicians have focused their 
attention on the hypertension and have instituted 
treatment to ameliorate this condition. Others have 
concerned themselves with certain aspects of al- 
bumin and protein metabolism. Water retention 
and elimination have been emphasized, and 
manipulation in fluid intake has become an integral 
part of the clinical regimen (albeit some force 
fluids and others limit them). More recently so- 
dium retention has been investigated in its rela- 
tionship to edema, and the limitation of salt intake 
has become an integral part of the clinical man- 
agement of toxemia of pregnancy. 





Wuus E. Brown 


The schedules of treatment generally in vogue 
today include bed rest, sedation, and spasmolytic 
agents to lower the blood pressure; limitation of 
salt, hydration or dehydration, combined with the 
administration of some diuretic agent to reduce 
the edema; and a high protein diet to combat 
the loss of protein by albuminuria. 


Interest in the problem of edema has stimulated 
investigators to explore this symptom of the clin- 
ical syndrome. Edema is one of the most com- 
mon signs of toxemia of pregnancy, but it is not 
clear whether the accumulation of fluid repre- 
sents a disorder of water, protein, or sodium me- 
tabolism. Investigations were undertaken to study 
the absorption and excretion of sodium and water 
in women with normal and toxemic pregnancies. 


The patients used in this study were hospitalized 


From the ge of Obstetrics and Gynecology, University of 
Iowa College of Medicine, Iowa City, Iowa. 


Presented before the Michigan Obstetrical Society, December, 
1947, at Detroit, Michigan. 
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on a special ward in the obstetric department 
Their diets were prepared by the department of 
nutrition, and the caloric values and sodium cop. 


tents calculated from tables. These diets haye 
been varied from low values of 1 to 1.5 grams of 
sodium chloride (0.4 to 0.6 grams of sodium) per 
twenty-four hours to normal values of 4 to 6 grams 
of sodium chloride per twenty-four hours; higher 
intakes of 10 to 15 grams were achieved by giving 
the patients additional salt. The fluid intake was 
recorded daily, and the studies were continued 
over several weeks. Each patient was given a 
controlled sodium intake for a minimum of three 
and usually five days prior to establishment of a 
treatment schedule. The experimental schedules 
were generally arranged to correspond with the 
usual clinical therapeutic plans employed in this 
hospital. 


Urine was collected daily as twenty-four-hour 
specimens and the volume and sodium content of 
each was determined. The average values for 
the specimens three days prior to and three days 
following treatment were used as controls and were 
compared with the urine volume and sodium value 
obtained on the day of the test. 


The following substances were selected and 
studied for their effect on the excretion of water 
and sodium: 


1. Water (by mouth): given in quantities of 2,000 
to 6,000 c.c. daily. A few patients received this amount 
of water in two to four hours. 

2. Dextrose (intravenously): given as 5 per cent, 10 
per cent, 25 per cent, and 50 per cent solutions in 
amounts varying from 400 to 4,000 c.c. depending upon 
the concentration. 

3. Aminophylline (intravenously): given in doses 
ranging from 120 mg. to 1,500 mg. daily (1 gr. twice 
daily to 7% gr. three times daily). 

4. Mercurial diuretics: salyrgan (100 mg./c.c.); 
salyrgantheophylline and mercuhydrin (mercurial 100 
mg./c.c. plus theophylline 48 mg./c.c.) given intravenous- 
ly in doses ranging from 2 to 4 c.c. 

5. Ammonium chloride (by mouth and intravenous- 
ly): given in amounts varying from 8 to 16 grams per 
twenty-four hours. 


It was of interest to learn whether any of these 
diuretic substances could also be shown to cause 
an augmented sodium excretion. Such an increase 
in sodium loss would represent the mobilization 
and excretion of extracellular (edema) fluid, which 
might be of advantage in the clinical management 
of patients. 

A new method of sodium determination devel- 
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oped in this laboratory has greatly facilitated the 
studies of sodium exchange. Previous workers 
generally have employed a chloride determination 
rather than direct sodium measurement. Altera- 
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Key to illustrations: 
(1) Pre-treatment control (one day or average 
of three days). 
(3 Day of treatment. 
(3) Post-treatment control (one day or aver- 
age of three days). ‘ 
The figures illustrating the text are constructed 
in the same way as this sample graph. 
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Fig. 2. Graphic representation 
e 


6000 cc 
IN 3 HOURS 


of the excretion of urine and so- 
dium when fluids were given by 
mouth, 6, c.c. for one day, 
and 4,000 c.c. for three successive 
days. 


tions in fluid and sodium intake and output have 
been studied with reference to the various diuretic 
agents and have been reported in detail elsewhere. 


Effect of Dietary Sodium on Urinary Sodium 
Excretion 


Patients entering the hospital had been on a self- 
selected diet. Urinary sodium in these women 
ranged from 4 to 10 grams of sodium chloride per 
twenty-four hours. When placed at bed rest and 
given a general hospital diet containing a standard 
amount of sodium chloride (4 to 6 grams) their 
urinary sodium stabilized at this level after three 
to five days. 

The time required for urinary sodium to sta- 
bilize after alteration in salt intake was studied. 
The effect of adding 10 grams of salt daily to a 
patient’s diet is charted in Figure 1. There was 
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a lag of three to five days before sodium excretion 
increased to the level of intake after the extra 
salt was added, and again for it to decrease after 
it was discontinued. This exemplifies the necessity 
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Fig. 1. Graphic representation of the daily 
excretion of urine and sodium when the salt 
in the diet (3.8 grams) was augmented by 

iving an additional 10 grams a day for five 

ays. Broken line represents level of dietary 
salt. 
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Fig. 3. Graphic representation of the ex- 
cretion of urine and sodium in two patients 
who were given intravenous solutions con- 
taining 200 grams of glucose (dextrose). The 
interval between these observations was five 
to seven days. The polydipsia and polyuria 
of B. K. lasted for about five weeks, but the 
effect of infusions of dextrose was stil] the 
same as in other patients. 


of stabilizing sodium intake for several days before 
and after a test period in order to evaluate the sig- 
nificance of changes in sodium excretion due to 
any diuretic agent. 


Effect of Forcing Fluids on Urinary Sodium 


Forcing fluids orally is a commonly employed 
clinical practice. Patients on a standard sodium 
diet were given 4,000 to 6,000 c.c. of water on 
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one day or for several days. In some subjects 6,000 
c.c. was ingested in two to three hours. The effect 
of forcing fluids on sodium excretion is illustrated 





























in Figure 2. It is apparent that urinary output 
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Fig. 4. Graphic representation of 
the excretion of urine and sodium 
when patients were given 400 c.c. of 
glucose (dextrose) solutions intrave- 
nously. The interval between the in- 
jections in these three patients varied 
from five to seven days. here is 
no demonstrable effect on urine or so- 
dium output even though the dose of 
dextrose varied from 20 to 200 grams. 


can be greatly increased by the augmented fluid 
intake, but the excretion of sodium was slightly 
decreased during the day of forced fluid. Not 
only was the concentration of sodium per liter re- 
duced, but the twenty-four-hour sodium excretion 
was also diminished. It made little difference 
whether the fluid was given in two to three hours 
or over the twenty-four-hour period. Other inves- 
tigators have previously reported a decrease in 
chloride (presumably sodium chloride) excretion 
by forcing fluids. 

To study the effect of the route of administra- 
tion, 2,000 to 4,000 c.c. of dextrose solution was 
given by vein. In these patients, there was also a 
slight decrease in urinary sodium concentration but 
the greatly increased urine volume produced a 
slight increase in the total sodium excreted in 
twenty-four hours (Fig. 3). There apparently 
was a difference in the amount of sodium excreted 
when the fluids were given by mouth or by vein. 
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Effect of Intravenous Dextrose on So:lium 
Excretion 
The effect of giving intravenous dextrose soly. 
tion on sodium excretion and water eliminat on was 
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Fig. 5. Graphic representation of the excretion 
of urine and sodium for two-hour intervals during 
the day when 5 per cent or 25 per cent glucose 
(dextrose) was given intravenously. e ar- 
rows indicate the duration of the infusion, about 
two hours. The overnight specimens were pooled 
and the two-hour average output is plotted over 
the wide bar in the base line. The total output 
for the twenty-four hours is also plotted as a two- 
hour average. The mercuhydrin is included for 
contrast. Each three-column group represents the 
same two-hour interval in the day on three suc- 
cessive days. The plus signs indicate glycosuria. 


also determined. Two hundred grams of dextrose 
were given in four to six hours intravenously in 
4,000 c.c. (5 per cent), in 2,000 c.c. (10 per cent), 
in 800 c.c. (25 per cent) and in 400 c.c. (50 per 
cent) of distilled water, and the results are illus- 
trated in Figure 3. The amount of dextrose was 
constant, but the urinary sodium excretion tended 
to increase with the volume of fluid used to carry 
the dextrose. 

The experiment was then reversed by injecting 
a constant volume while varying the amount of 
dextrose. In a period of two to four hours the 
subjects were given 400 c.c. of each concentration 
of dextrose; 5 per cent (20 gm.), 10 per cent 
(40 gm.), 25 per cent (100 gm.), and 50 per cent 
(200 gm.) (Fig. 4). Under these circumstances, 
no alteration in urinary volume or sodium excre- 
tion was observed. - 

Thus it appeared that the addition of dextrose 
to intravenous infusions did not alter the out- 
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put of either urine or sodium. These data (Figs. 
3 and +) suggested that it was the fluid volume 
rather than the concentration of dextrose in the 
infusion which affected urine and sodium excre- 
tion. 

Since the diuretic effect of a crystaloid is trans- 
itory, similar studies were undertaken to ascer- 
tain whether an initial diuretic effect had been 
missed in the total twenty-four-hour samples. The 
patients’ schedules were arranged so that two-hour 
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Fig. 6. Graphic representation of the 
excretion of urine and sodium when ami- 
novhylline (7.5 grains three times daily— 
1,500 mg.) was given intramuscularly. 


fractional specimens of urine were collected by an 
indwelling urethral catheter. This procedure was 
continued for three successive days. In each test, 
800 c.c. of 5 per cent or 25 per cent dextrose, re- 
spectively, were given to each patient on the sec- 
ond day in a two-hour period. 

Figure 5 illustrates the results in one patient 
so studied. With both hypotonic and hypertonic 
solutions, there was an increase in urine volume 
during the interval of infusion, but in no case 
did the urine output equal the amount of fluid 
injected. In the fractional specimens both the 
sodium content and concentration decreased, but 
the twenty-four-hour urine output was no greater 
after hypotonic than after the hypertonic. solu- 
tion. Thus the addition of dextrose to intravenous 
fluids does not seem to augment the diuretic effect 
of the water which carries it. 


The administration of 800 c.c. of 25 per cent 
dextrose was followed by a diminished urine and 
sodium excretion (Fig. 5). The oliguric phase 
which follows the administration of a hypertonic 
solution has been shown to be due to a release of 
the antidiuretic hormone from the posterior pitu- 
itary. This antidiuretic effect of hypertonic solu- 
tions detracts from their use as diuretic agents. 
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Effect of Aminophylline on Sodium Excretion 


Xanthine compounds have been used alone and 
in combination with the mercurials as diuretic 
agents. The xanthine aminophylline was given in- 
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Fig. 7 (above) Graphic representation of the excretion of urine 
and oa when salyrgan was administered in doses of 2 and 4 
c.c. (ml.). 


Fig. 8. (below) Graphic representation of the excretion of urine 
and sodium when mercuhydrin or salyrgan-theophylline was given 
in doses of 2 and 4 c.c. (ml.) (mercurial 200-400 mg. with theo- 
phylline 100-200 mg.). 


travenously in doses ranging from 2 to 22 grains 
(0.13 to 1.5 gm.) daily. The smaller doses had no 
demonstrable effect on the patient, the urinary 
volume or the sodium excretion. The larger doses 
(22 gr. or 1.5 gm.) frequently caused vomiting 
even when administered intravenously; thus the 
vomiting appeared to be of central origin. The 
effect of aminophylline is illustrated in Figure 6. 
Despite the loss of sodium intake due to vomiting 
there was an increase in urinary sodium, which 
is obtained primarily by an increased sodium con- 
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centration in the urine. These and other studies 
suggest that sodium and water excretion ‘can be 
modified independently of each other. 
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Fig. 9. Graphic representation of the excretion of urine and sodium 
when 8 grams of ammonium chloride was given for three da 
(upper row of three patients) and given for two days (lower row). 
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Fig. 10. Graphic representation of the excretion of urine and 


sodium when 12 or 16 grams of ammonium chloride was given for 
two days. 


Effect of Mercurials on Sodium Excretion 


Salyrgan was injected intravenously into sub- 
jects at 7:00 or 8:00 a.m. in doses ranging from 
2 to 4 c.c. (200 to 400 mg.). This mercurial 
caused a marked increase in urinary sodium and 
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volume. The increased sodium output i: due 


largely to an increased concentration in the urine 
(Figs. 7 and 8). The increase in sodium excre. 
tion varied with the dosage of mercurial, ? c¢ 
frequently being ineffective while 3 or 4 c.c. was 
consistently effective in increasing the urinary vol. 
ume and total sodium excretion. 


On the day following this marked output of 
sodium, there was a transient retention of sodium 
as manifested by a sharp drop in daily urinary 
sodium output. 

The effect of the mercurial diuretic appears 
within an hour and increases over a period of seven 
to eight hours (Fig. 5). In this case, the amount 
of sodium excreted in the fourth two-hour interval 
exceeded the total excretion of the preceding con- 
trol day. On the basis of these observations, it 
appears that the mercurial compounds are most 
effective in mobilizing sodium and that the in- 
creased sodium excretion is obtained by an increase 


in both urinary sodium concentration and urinary 
volume. 


Effect of Ammonium Chloride on Sodium 
Excretion 


Ammonium chloride was administered orally in 
plain gelatin capsules in doses ranging from 8.0 
to 16.0 grams per day over a period of two to four 
days (Figs. 9, 10, and 11). Eight grams of am- 
monium chloride caused a slight increase in both 
urinary volume and sodium excretion, while 12.0 
grams daily produced a significant increase. The 
increased sodium excretion was obtained mainly 
by a larger urine volume rather than by an in- 
creased sodium concentration. Sixteen grams of 
ammonium chloride had an inconsistent effect, 
probably because of interfering vomiting. A dos- 
age of 12 grams per day for one or two days 
appears to provide the maximal mobilization of 
sodium; higher doses and prolonged treatment had 
little additional effect, and in some there was a 
decrease (Fig. 10). 


It thus appears that ammonium chloride admin- 
istration can increase urinary sodium excretion, 
that this increase is of short duration and may 
not be maintained even with the continued admin- 
istration of the drug. The increase in sodium 
excretion is associated with an increase in urinary 
volume rather than by increased sodium concen- 
tration. Twelve grams of ammonium chloride 
seems to be a satisfactory daily dose. 
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Effect of Morphine on Urinary Sodium Excretion 


A series of patients has been studied to deter- 
mine the effect of morphine on urine and sodium 
excretion. The experimental method was changed 
to give these subjects a fixed volume of fluids 


Sodium and Water Excretion in Toxemic 
Pregnancies 
Because of the exigencies of clinical management 
and the constantly changing status of patients with 
toxemia, it is impossible to set up well-controlled 
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Fig. 11. Variations in urinary constituents and blood carbon 


dioxide combining power when 
was given to three patients. 


either as intravenous isotonic dextrose solution or 
as water by mouth. An indwelling catheter was 
placed in the bladder and hourly urine specimens 
collected. The above schedule was designed to 
furnish a base line of hourly urinary excretion; 
on experimental days, morphine, grains one-fourth 
(16 mg.), was administered at the onset of the 
fluid administration. Figure 12 illustrates the anti- 
diuretic effect of morphine. The urine specimens 
obtained under morphine are of low specific grav- 
ity and show no appreciable change in concentra- 
tion of sodium. The total twenty-four-hour output 
is not significantly altered. Incomplete studies on 
a few other analgesic agents suggest they may 
vary in the depression of urine output and some 
of them may prevent the normal response to intra- 
venous fluids. 
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6 grams of ammonium chloride 


experiments. The effect of these diuretic agents 
has been studied on patients with moderately severe 
toxemia and eclampsia. The results suggest that 
the toxemia patient responds in a manner similar 
to the normal pregnant woman. A group of 
toxemic patients were given 10 to 15 grams of 
ammonium chloride in 5 per cent dextrose intra- 
venously. The resulting low carbon dioxide 
combining power was associated with a weight 
loss of 2 to 5 pounds per day (Fig. 13). In 
some instances an oliguria or anuria which had 
failed to respond to fluids has been overcome 
following the use of mercurial and aminophylline. 
Comatose oliguric patients have responded to the 
intravenous injection of ammonium chloride and 


the intramuscular injection of aminophylline, by 
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the excretion of urine containing a fairly high agents in the clinical management of this c 


ease, 
concentration of sodium. However, these few observations suggest tha: 
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Fig. 12. (above) Curves showing the urine output during the infusion of 2,400 c.c. of 5 per cent 
dextrose. These are averages obtained from observations on nine patients who received the intra- 
venous fluids on two separate days, with 0.25 grain of morphine being given on one of these days. 


Fig. 13. (below) Graph showing weight loss in eight toxemic 
y of ammonium chloride intravenously in 5 per cent dextrose. 
carbon dioxide combining power and the patient’s initials. 


patients given 10 to 15 grams per 
The figures by the lines represent 


Sufficient studies have not been made on tox- en with normal and toxemic pregnancies respond 
emic women to indicate the effectiveness of these- in a similar manner to diuretic agents. Further 
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studies of large groups of cases will be necessary 
to establish the conditions under which diuretic 
agents would be valuable. 


Discussion 


The treatment of edema holds an, important 
place in the clinical management of toxemia. 
Physiologists are undecided whether the major 
cause of the edema is a disorder of sodium or of 
water metabolism. This study has attempted to 
explore the role of diuretic agents in water and 
sodium excretion in pregnancy. 

It appears that the term “diuretic” has been 
very loosely used. If one injects 1,000 c.c. of fluid 
and recovers 500 c.c. of urine, this is hardly to 
be considered as a diuretic effect. A diuretic agent 
should cause the elimination of more water than 
is administered during the treatment interval. 
Furthermore, an increased loss of sodium would be 
evidence of elimination of extracellular (edema) 
fluid. A large increase in fluid intake will in- 
crease urinary volume but some fluid apparently is 
stored in the extracellular space. By contrast, cer- 
tain agents such as the mercurials and the xanthines 
will eliminate extracellular fluid, as evidenced by 
loss of edema and increased amounts and concen- 
tration of urinary sodium. 

When one studies the effect of these so-called 
diuretic agents on sodium and urinary excretion, 
the following observations seem warranted. It ap- 
pears possible to alter independently urinary vol- 
ume and urinary sodium. An increase in fluid 
intake causes an increase in urine volume without 
increase in sodium excretion. By contrast the 
xanthines may increase the sodium excretion by 
increasing the concentration without significant 
increase in urine volume. 

These observations suggest the arrangement of 
diuretic agents into three general categories de- 
pending upon their effect on sodium and urinary 
excretion. Increased excretion of urinary sodium 
may be induced by increasing the urinary volume 
through the use of intravenous fluids. This effect 
is slight and transitory, and the increased sodium 
loss is obtained even though the sodium concen- 
tration in the urine is diminished. This type of 
diuresis suggests “a washout” process. It appears 
that the increased urinary sodium is obtained by 
the direct effect of an augmented urinary volume 
produced by the fluids injected. 

The second condition under which increased 
sodium excretion is observed is through an in- 
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crease in urine volume. This condition may be 
achieved by the use of ammonium chloride. The 
acidosis induced by ammonium chloride is associat- 
ed with an increase in urinary sodium excretion. 
Apparently sodium is mobilized to compensate for 
a relative acidosis, and the increased amount of 
sodium is excreted by the kidneys. The increased 
sodium excretion is associated with a comparable 
increase in urinary volume, without significant 
change in sodium concentration. This is in contrast 
to the decreased sodium concentration found in 
patients described under the “washout” process. 

The third circumstance under which an in- 
creased sodium excretion may be obtained is 
through a greatly increased sodium concentration 
in the urine. The mercurial and xanthine diuretics 
increase the total sodium excretion by this means. 
The mechanism of this change is not apparent. 
The increase in sodium excretion is obtained 
without a corresponding increase in volume, and, 
in some instances, even with a decreased urine 
volume. 

Thus, increases in sodium excretion seem to be 
obtained by three mechanisms: (1) an increased 
urine volume associated with a decreased sodium 
concentration, (2) comparative increases in uri- 
nary sodium and volume without changes in sodium 
concentration, and (3) an increased concentration 


of sodium without a corresponding increase in 
urine volume. 


Morphine produces a definite antidiuretic effect. 
When large amounts of morphine are used in the 
control of convulsions, some of the oliguria may 
be the result of the morphine. It has been shown 
by Ferrier and Sokoloff that morphine or demerol 
may obliterate the diuretic effect of the mercurials 
in cardiac patients. 

While the studies which are available on toxemic 
patients are too few to be of any clinical value, 
it is of interest that apparently the toxemic patient 
handles water and sodium in a manner similar to 
the normal pregnant woman, and will respond in 
a similar fashion to diuretic agents. The evidence 
available suggests that the mercurials and xan- 
thines are worthy of clinical trial, but the simulta- 
neous use of sedatives may prevent their diuretic 


action in the management of patients with severe 
toxemia. 


2 


Conclusions 


1. An effective diuretic substance should induce 
the mobilization and excretion of extracellular 
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fluid (edema). Such mobilization of extracellular 
fluid is demonstrated by an increased excretion 
of urinary sodium. Diuretics vary both in the de- 
gree and mechanism of this effect. 

2. The increase in sodium excretion appears in 
three forms suggestive of different mechanisms of 
diuretic action. 

(a) A decreased sodium concentration associated 
with greatly increased urinary volume. This 
is typical of intravenous fluid and suggests a 
“washout” process. 

A moderate and corresponding increase in 
both sodium and water excretion without 
change in sodium concentration. This is ob- 
served in diuretics that produce an acidosis, 
such as ammonium chloride. 

An increased 
pendent of changes in urine volume. This 
response is observed with the xanthine and 
mercurial agents. 

3. Hypertonic dextrose solutions do not increase 
sodium excretion. 


sodium concentration inde- 


4. Induced increases in sodium excretion are 
transitory (twenty-four to forty-eight hours). 

5. Morphine produces a temporary urinary sup- 
pression. 

6. Apparently toxemic and normal pregnant 
women respond similarly to diuretic agents. 

The authors are indebted to B. Downing, E. Peterson, 
D. McLaughlin, and O. Kraushaar for some of the mate- 


rial herein presented which represents parts of their master 
theses. 
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PENICILLIN TROCHES 


The advent of penicillin therapy has been of immense 
benefit to all physicians. As frequently happens with a 
new form of therapy, the public is apt to use a new drug 
indiscriminately and injudiciously. It is well to remember 
that such indiscriminate use of penicillin troches without 
proper medical supervision may result in disaster for the 
patient. It has been established that penicillin has little 
effect upon the Klebs-Léffler bacilli so that the patient 
with a “sore throat” who is actually suffering from diph- 
theria may be lulled into a false sense of security. 
Likewise, in the case of an acute streptococcus infection 
of the throat the use of penicillin troches may relieve 
the symptoms of the sore throat but prove ineffective in 
such serious complications as acute glomerulonephritis or 
acute rheumatic fever. 

It is well for physicians to remember that the indis- 
criminate use of penicillin troches by the general public 
without proper medical supervision should be deprecated 
in view of the serious complications which might easily 
develop.—Editorial, Journal of Iowa State Medical So- 
ciety, December, 1948. 


182 


Unusual Civilian Thoraco- 
abdominal Injury 


By Karl W. Linsenman, M.D. 
Midland, Michigan 


\ \ 7ORLD WAR II is end. 
ed, but the slaughter 


continues on the highways 
throughout the nation. Al. 
though the annals of war sur- 
gery contain many accounts of 
thoracoabdominal wounds, this 
case was considered unusual 
enough to merit reporting. 





Case Report 


A.O., a white man, aged forty, was admitted, by 
ambulance stretcher, to the hospital emergency room 
following an automobile accident about one hour pre- 
viously. Supposedly, he was driving about forty miles an 
hour when he lost control of his car on icy roads and 





Fig. 1. Patient on admission, with rifle muzzle and magazine ap- 
parent. A man is supporting the stock. 


crashed into a tree. A .30-.30 carbine had been leaning 
against the seat of the car at his right side, the stock 
resting on the floorboards. The violence of the crash 
forced the magazine tube and barrel through the pa- 
tient’s body, where it still remained on arrival at the 
hospital (Fig. 1). 

Admission examination revealed the patient to be lying 
on his left side, holding the stock of the gun in his hands. 
He was cold, clammy, conscious and in severe pain. The 
blood pressure was 85/?, the pulse was thin, even and 
rapid. There were deep, transverse lacerations of the 
midfrontal area of the skull and bridge of the nose, both 
of which were bleeding freely. There was little, if any, 
excursion of the right chest wall, being effectively splinted 
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‘ THORACOABDOMINAL 


by the gun barrel, which had entered in the right hypo- 
chondrium at the right nipple line, and had followed a 
course obliquely cephalad, emerging in the right post- 
line at the level of the tenth rib. Moderate 


axillary 


Fig. 2. Portable x-ray taken immediately postoperatively shows 
- ree, expansion of lungs, smooth diaphragm leaf and fractured 
ribs. 


bleeding was evident at both entrance and exit of the 
gun barrel. On gentle palpation, the right half of the 
abdomen was found to be rigid, the left half soft. Mul- 
tiple minor lacerations and abrasions of the upper and 
lower extremities completed the picture. 

After this brief evaluation of the patient’s condition, 
he was given 100 mg. of demerol and intravenous plasma. 
Forty minutes later his pulse was much improved and 
his blood pressure was 88/50. He was then given light 
sodium pentothal anesthesia, his clothing cut away, and 
then he was removed, still on the stretcher, directly to 
the operating table. 

Under sodium pentothal-nitrous oxide-Oxygen anes- 
thesia, an incision was made directly over the pathway 
of the gun barrel. As soon as the muscular layer was 
incised an open pneumothorax was present. Positive 
pressure was begun immediately. Sections of the frac- 
tured tenth and eleventh ribs were removed, freeing the 
gun. Careful inspection revealed a shredded pleura, a 
5-inch rent in the diaphragm and multiple lacerations of 
the peritoneum. There was no difficulty in examining 
the lung, the liver and the hepatic flexure of the colon, 
in none of which could any traumatic pathology be found. 
Although there was some bleeding from the torn 
diaphragm, in the main the abdomen and the chest wall 
were the prime sources. Using chromic No. 1 sutures, 
interrupted and continuous throughout, the pleura, then 
diaphragm, then peritoneum were closed. Excision of 
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the skin and contused muscle at entrance and exit was 
done prior to the closure of these layers. Gradual reduc- 
tion of pressure to atmospheric showed that the pleural 
wound was effectively sealed. No drains and no local 





X-ray of chest at time of discharge on twelfth post- 
operative day. 


Fig. 3. 


antibiotics were used. His condition was “fair” at the 
end of surgery—blood pressure 90/60, pulse 70. 


On moving the patient from the operating room to his 
room, his pulse jumped to 136 and was of poor quality. 
On being placed in an oxygen tent, the pulse rapidly 
returned to 88. A bedside portable x-ray was taken 
(Fig. 2). 500 c.c. whole blood were given. 

He was given combined sera, penicillin, 100,000 units 
every three hours intramuscularly, and 1 gram of strep- 
tomycin intramuscularly daily in divided doses. His 
convalescence was relatively smooth. A microscopic hem- 
aturia, present the day after surgery, cleared without 
further incident. On the second postoperative day he 
became restless, anxious and seemed to be somewhat 
dyspneic. His blood pressure at this time was 154/90. 
A pulmonary embolus was suspected, but x-ray of the 
lungs again revealed no pathologic condition. On the 
third postoperative day the patient was tried out of the 
oxygen tent for a few hours, but as respiration became 
more labored, the tent was again used. On the fourth 
postoperative day the oxygen was discontinued. Strep- 
tomycin was discontinued on the fifth, penicillin on the 
seventh, and bathroom privileges were given on the 
eighth day. He was discharged ambulant on the twelfth 
postoperative day. His highest temperature was 101°. 
The wound healed by primary intention. Two months 
later he presented no delayed pathologic sequelae. 
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Comment 




































That the wounded patient should not be sub- 
jected to surgery while in shock is a widely accepted 
dictum. More vague is the criteria for determining 
the state of shock, or operability of a given emer- 
gency. Beecher’ has shown that attempting to ob- 
tain a “normal” blood pressure before surgery may 
not only be unnecessary but actually can be harm- 
ful procrastination in the presence of serious trau- 
matic intrathoracic or intra-abdominal pathology. 
The obvious penetration of the diaphragm con- 
stituted the prime reason for operation***° as soon 
as the blood pressure level and pulse rate had ap- 
parently stabilized. No x-rays were taken prior to 
surgery as the path of the foreign body (gun barrel 
and magazine) was obvious in this instance. 


Light sodium pentothal anesthesia was admin- 
istered prior to moving the patient or cutting off 
his clothing, to avoid further shock from severe 
pain and the unusual impaling foreign body. The 
sodium pentothal with nitrous-oxide and high con- 
centration oxygen gave quite adequate anesthesia. 
Although preferable, 
available.*: 


no intratracheal tube was 


He was shifted to positive pressure immediately 
when pneumothorax became apparent,’* in order 
to minimize possible mediastinal shift and compres- 
sion of the good lung which was in the lowermost 
position. Complete expansion of the lung was evi- 
dent, both at the operating table and by subsequent 
x-rays. The importance of such complete, contin- 
ous expansion in lowering the mortality of thoraco- 
abdominal injuries is well known.’ 


Airtight closure was achieved with difficulty be- 
cause of the shredding of the tissue, presumably by 
the gun sight as well as by the blunt end of the 
gun. Dangers inherrent to open drainage of 
thoracic wounds and the necessity for prompt 
closure of an open pneumothorax have been re- 
peatedly reported in medical literature.***” 


Abdominal rigidity is usually confined to one 
side in the case of a thoracic wound on that side,°® 
while the abdominal rigidity is more likely to be 
bilateral with an injury below the diaphragm. Al- 
though in this instance rigidity was confined to the 
right side, it seemed virtually impossible that the 
upper right quadrant viscera could escape damage. 
We were amazed to find none whatever, with very 
adequate visualization of the entire field of poten- 
tial pathologic damage. 


Clinically, no reaction to the 500 c.c. whole 
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blood transfusion was manifested; we feel tha: the 
microscopic hematuria was the result of a conti:sion 
of the right kidney, possibly on the basis of hock 
wave.” Bogles’ results from extreme conserv tion 
in the treatment of wounds of the kidney® lcd us 
to assume a watchful waiting policy. 

One may object to the massive dosage of peni- 
cillin plus streptomycin in this case. When one 
considers that transdiaphragmatic injuries have a 
mortality rate of 25 to 40 per cent,’ hindsight 
seems a poor substitute for a possible unnecessary 
medication. Where a blunt object, such as a gun 
barrel and magazine, forces clothing through the 
abdominal wall, causes a wide rent in the dia- 
phragm and pleura and creates compound fractures 
of two ribs, it is reasonable to assume that a poten- 
tial mixed infection is present. Crile has written 
of his excellent results in peritonitis, using mas- 
sive doses of penicillin. The value of streptomycin 
under various surgical conditions is well docu- 
mented.*:?°1??8 We were not concerned with pos- 
sible otic complications relative to the use of strep- 
as only 1 gram was given daily for five 
days. 
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INFANT DEVELOPMENT—GESELL 


The Periodic Diognosis of 
Infant Development 


By Arnold ‘Gesell, M.D. 


New Haven, Connecticut 


E LIVE in a troubled 
age. But babies are still 
being born, and at an acceler- 
ated rate. In round numbers 
almost 4,000,000 were born in 
the United States in 1947. By 
1950, infants and children un- 
der fifteen years of age will be 
the largest single population 
group in the country. In true 
American style the headlines report all this as 
Booms in Births, Babies Mean Business! 

An audience of pediatricians and general prac- 
titioners does not need to be reminded of the fate 
that awaits many of these infants. United States 
Public Health Service reports that there are now 
at least 30,000,000 persons in the United States 
who require some form of mental hygiene atten- 
tion. The breakdown in round numbers is: 5,- 
000,000 suffer from psychoneuroses; 2,500,000 
have character and behavior. disorders; 1,500,000 
are mental defectives; 500,000 epileptics; 20,000,- 
000 or more have borderline or transient emotional 
disturbances. 

The vastness of the problem represented by these 
statistics is staggering. It is estimated that only one 
out of twenty persons with psychoneuroses now re- 
ceives psychiatric treatment. The total problem 
is so colossal as a sheer cultural task that we are 
obliged to consider it more fundamentally in terms 
of preventive medicine. 

If we use foresight would we not have to begin 
to reckon more deliberately with the newborn 
infant? I do not wish to describe a medical Utopia, 
but shall venture a few suggestions which are 
workable and which would serve to protect and to 
increase mental health. 

No arbitrary distinction needs to be made be- 
tween physical and mental health. Modern medi- 
cine is driven to a monistic approach which recog- 
nizes the interaction of body and mind. 


The infant'comes by his mind as he comes by his 





~ Presented at the eighty-third annual session of dons Michigan State 
Medical Society, Detroit, September 22, 
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body—through process of growth. He develops 
as a unit. This premise yields three propositions: 
(1) Development is the supreme function of the 
organism because it sums up all other underlying 
processes. (2) Health from a dynamic standpoint 
must be defined as that condition which permits 
and promotes optimal development. (3) Develop- 
ment as well as disease falls within the scope of 
clinical medicine. This last proposition leads to the 
subject of this paper. 


How can this proposition be implemented in a 
manner which will protect mental as well as phys- 
ical health? Only by bringing the total complex 
of infant development under periodic diagnosis. 


The foundations for such diagnosis have been 
well laid in modern practice. The pediatrician, in 
particular, has recognized the importance of period- 
ic check-ups during the first years of life when 
growth is most basic and most rapid. 


Developmental status manifests itself in. three 
major kinds of signs and symptoms: anatomic, 
physiologic, and behavioral. First and foremost, 
attention is given to the infant’s nutrition. This 
is as it should be. His weight, height, girths, body 
proportions, somatotype, growth rate, tonus, metab- 
olism, allergies, all furnish important anatomical 
and physiological evidences of developmental sta- 
us. The increasing refinement of biochemical and 
electrometric methods and micromeasurements is 
destined to refine further the somatic appraisals of 
growth conditions. Behavior, however, will al- 
ways remain the most inclusive and sensitive in- 
dicator of developmental status. The infant is a 
unitary action system which reveals itself lawfully 
in patterns of behavior. His behavior character- 
istics and capacities infallibly indicate the maturity 
of his neuromotor equipment. Behavior expresses 
the achieved efficiency of his total organism. 


To appraise behavior we need systematic methods 
of interview, observation, and diagnosis. We must 
employ standard techniques adapted to individual 
and age differences. The examination must be 
conducted formally with precision of purpose. We 
cannot rely on intuition,and incidental observa- 
tion. To be sure, the seasoned practitioner through 
long experience develops considerable familiarity 
with the indices of maturity. He dangles the bell 
of his stethoscope before the child and notes how 
the child reacts with eyes, and hands and mouth. 
Or he permits the infant to play with the tongue 
depressor. On the basis of such objective ob- 
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PRELIMINARY BEHAVIOR INVENTORY 


Name 



















































































Age Date Case No. 
Age Motor Adaptive Language Personal—Soci:} = 
Zone 
Lacks head control a Brief eye following Impassive face Stares at surrour dings 
Lewy Asymmetric in supine Drops toy immediately Small throaty sounds ‘Listens’ to soun 7 
Head erect, slight bobbing Incipient approach, rattle Coos Spontaneous soci louie 
— = Symmetric supine postures Regards rattle in hand Laughs aloud Hand play — 
Sits, leaning forward Reaches & grasps toy Squeals Feet to mouth 
oe = Transfers toy m-m sound (crying) aa 
Sits well, creeps Combires 2 toys Dada-Mama Nursery tricks 
| Pulls to feet at rail a | pea thumb & “= One other ‘word’ Feeds self cracker 
Walks, one hand held Cube into cup Two other ‘words’ Cooperates in dressing 
— = Tries tower 2 cubes Responds “Give it to me”’ 
Walks, alone, toddle - Tower 2 cubes 4-6 words Points & vocalizes wants 
— = Six cubes into cup = Casts toys 
Walks well alone ar Tower 3-4 cubes 10 words Toilet regulated, ~~ 
— ma Seats self small chair Imitates a stroke Jargon Carries, hugs doll 
Runs Tower 6-7 cubes Joins 2-3 words Asks for toilet, day 
Z ma Up, down stairs alone Imitates circular scribble Names 3-5 pictures Puts doll to bed, etc. 
Rides tricycle a Imitates ‘house’ of cubes Sentences Feeds self well 
= = foot, momen- Imitates cross Gives full name, sex Puts on sox, unbuttons 
ri 














INSTRUCTIONS: (1) Checks the most advanced behaviors in EACH FIELD OF BEHAVIOR. (2) The checks will indicate an APPROXIMATE 


maturity age zone. (3) N 


DIAGNOSIS CAN BE MADE ON THE BASIS OF THIS INVENTORY. Gross" deviation from actual age, or 


marked disparity Soke, behavior fields indicates the need for a diagnostic behavior examination. 
CHARACTERIZATION: (physical factors, social factors, posture, attention, rapport, emotion, speech, etc.) 


servation, the physician makes an- automatic judg- 
ment of the approximate maturity of the child. 
Very often the judgment is correct, but the sources 
of error are extremely numerous. If the infant 
looks at all normal, the physician is tempted to say, 
“Give him time. He’s all right. He will outgrow 
it!’ The result is that many developmental de- 
fects and deviations escape early diagnosis, and 
parents do not get the kind of help to which they 
are entitled. 


Whether the child is handicapped or not, parents 
constantly seek assurance with respect to his phys- 
ical growth and ask questions for guidance as to 
proper methods of everyday care. Parents are also 
increasingly concerned about the child’s total 
development which includes his mental health. 


Should not clinical medicine contrive to meet 
these demands which are becoming more and more 
articulate? Pediatricians are showing the way 
both in private practice and in community service 
through well baby conferences. The periodic super- 
vision of a baby’s development begins with nutri- 
tion, but it does not always end there. To realize 
a more complete health service, it is necessary to 
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take into account the total economy of the child’s 
organism including his behavior characteristics and 
his general functional maturity. 

Even the busy general practitioner can make a 
behavior inventory from time to time as a mini- 
mum check and as a screening device for detecting 
abnormalities. Such an inventory can also be used 
as a point of departure for guidance in the field of 
parent-child relationships. 

In contrast to the behavior inventory, the devel- 
opmental examination is a standardized procedure 
with a well-defined technique. The procedure re- 
quires special training and clinical skill based on 
ample experience with normal, deviant, and de- 
fective infants. The principles and methods of 
developmental diagnosis can be best delineated by 
slides and cinema. 


[A film with commentary by the speaker was shown to 
demonstrate: (a) maturity stages in the patterning of 
- behavior; (b) methods of developmental examina- 
tion 


In the method evolved at the Yale Clinic, we 
use an ordinary hospital crib with adjustable side 
panels supporting a table top on which simple test 
objects are placed to elicit characteristic patterns 
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GESELL DEVELOPMENTAL SCHEDULES 














Name Age Date - Case No. 
———— 
KEY AGE 
_— 24 weeks | 28 weeks | 32 weeks 
oo 
MOTOR 








Su: lifts legs high in ext. 
Su: rolls to prone 


| 

P. Sit: lifts head, assists (*40w) 

| Sit: chair: trunk erect (*36w) 
Cube: grasps, palmarwise (*36w) 
Ra: retains 


Su: lifts head (*40w) 
Sit — leans fwd. (on hands) 
) 


Sit: erect momentarily 

St: large fraction of ane (*36w) 

St: bounces actively (*32w) 

Cube: radial palmar grasp (*36w) 

Pellet: rakes (whole hand), 
contacts (*32w) 


Sit: 1 min., erect, unsteady (*36w) 

St: maintains briefly, hands held 
(*36w) 

Pr: pivots (*40w) 

Pellet: radial raking (*36w) 

Pellet: unsuccessful inferior 
scissors grasp (*36w) 








ADAPTIVE 





| D. Ring, Ra, Cube, Bell: approaches 

& grasps 

| | Ra: prehen. pursuit dropt Ra see 
| ari 

| | Cube: regards 3rd cube immediately 

| Cube, Bell: to mouth (*18m) 

| Cube: resecures dropt cube 

| M. Cubes: holds 1, approaches 

another 


Ra, Bell: 1 hand approach & grasp 
M. Cubes: holds 1, grasps another 
Cube: ‘an 2 more than momen- 


Bell: am (*40w) 

Ra: shakes definitely 

D. Ring, Cube: transfers 
Bell: transfers adeptly 
Bell: retains 


Cube: grasps 2nd cube 
Cube: retains 2 as 3rd presented 
Cube: holds 2 prolongedly 


Cup-cu: holds cube, regards cup 
Ring-str: secures ring 








LANGUAGE 





Bell-r: turns head to bell 
Vo: grunts, growls (*36w) | 
Vo: spontan. vocal. social (incl. toys) 





Vo: m-m-m (erying) (*40w) 
Vo: polysyllabic vowel sounds (*36w) 


Vo: single syllable as da, ba, ka 








PERSONAL-SOCIAL 





So: discriminates strangers 
Play: grasps foot (supine) (*36w) 
(*36w) 
Play: sits propped 30 min. (*40w) 
Mirror: smiles and vocalizes 














(*32w) 


Feeding: takes solids well 
Play: with feet to mouth (supine) 


Mirror: reaches, pats image 
Ring-str: fusses or abandons effort 


Play: bites, chews toys (*18m) 
Play: reaches persistently for toys 
out of reach (*40w) 











Ring-str: persistent 





of behavior, patterns which are symptomatic of the 
maturity and the organization of the infant’s 
nervous system. For example one of our test ob- 
jects is a red one-inch cube. The newborn infant 
is so immature that he cannot perceive the cube, 
but he does clasp it with a reflex grasp when it is 
pressed into his palm. At sixteen weeks, when the 
infant is held in a supported sitting position, he 
perceives a nearby cube and fixates his eyes upon it. 
His nervous system is growing at a prodigious 
rate. At twenty-four weeks he can co-ordinate eyes 
and hands; he seizes a cube on sight. It is a crude 
palmar grasp. At twenty-eight weeks the radial 
digits come more prominently into play. New be- 
havior patterns are taking shape as the nervous 
system undergoes its progressive organization. 
Having seized a cube, he can transfer it from one 
hand to another. At forty weeks he grasps the cube 
deftly by thumb opposition. At twelve months he 
can release the cube on intent. At ezghteen months 
he builds a vertical tower of three cubes. At 
two years he builds a horizontal wall of three 
cubes, at three years a bridge of three cubes, and at 
five years he builds a staircase of six cubes. 

These are lawful sequences of growth, only sec- 
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ondarily influenced by cultural factors. They are 
so fundamentally determined by intrinsic growth 
factors that they may be used as criteria for ap- 
praising the maturity and integrity of the nervous 
system. All psychologic development, even in the 
sphere of intelligence and emotions, is subject to 
similar maturity sequences. These growth se- 
quences and these patterns of behavior are identi- 
fied and appraised through the method of develop- 
mental diagnosis. 

The method is based upon a systematic inves- 
tigation of the behavior growth of a large group of 
normal infants whose development was followed 
at periodic intervals from birth through the first 
five years. The infants were examined under con- 
trolled but home-like conditions, with the full co- 
operation of the parents. Great care was taken 
to secure natural and optimal behavior. Extensive 
cinema records were made at lunar month intervals 
during the first year of life and at lengthening in- 
tervals later. These records were subjected to 
minute inspection and analyzed as so many an- 
atomic cross sections of behavior patterns. The 
home behavior of the infants also was explored. 
On the basis of these periodic observations, it was 
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possible to define the behavior characteristics 
typical of a series of advancing age levels from 
birth through five years of age. 


Four major fields of behavior are embodied in 
these norms of development as follows: 


Motor Behavior.—Posture and locomotion; prehension 
and manipulation; gross and fine motor co-ordination. 

Adaptive Behavior.—Self-initiated and induced beha- 
vior; learning; resourcefulness in adjusting to new situa- 
tions; exploitive behavior. 

Language Behavior.—Vocalizatons; vocal signs; words; 
gestures; comprehension. 

Personal-Social Behavior.—Reactions to persons; re- 
sponse to gesture and speech; socialized learning; habits 


of self help. 

Typical or normative behavior traits are codi- 
fied in the form of developmental schedules, em- 
bracing the first five years of life. One of these 
schedules is illustrated herewith.* The schedule for 
a Preliminary Behavior Inventory is also shown. 


Although a behavior inventory does not consti- 
tute a developmental examination and can never 
take the place of such an examination, it can serve 
useful purposes. Periodically undertaken by the 
family physician, it becomes a valuable part of the 
history record of the child, particularly if untoward 
developments occur in later life. In child care 
institutions and also in children’s hospitals, a rou- 
tine periodic check serves to keep the clinical prob- 
lems of development in focus. Even under appar- 
ently favorable conditions it is possible to neglect an 
institutional child if the pattern of his development 
is not kept in mind. 

The developmental welfare of the child is, how- 
ever, better protected if -at selected age levels his 
growth status is systematically appraised by a 
pediatric examination which includes a develop- 
mental examination of behavior and an inquiry 
into parent-child relationships. This type of devel- 


* opmental appraisal is essential to a preventive and 


supervisory policy of mental health protection. 


The developmental examination of infant beha- 
vior accomplishes five results: 


1. It ascertains stages and degrees of maturity. 

2. It leads to early differential diagnosis of nor- 
mality, defect, and deviation. 

3. It reveals neurologic defects and sensory 
handicaps not disclosed by ordinary methods of 
clinical examination. 





*Gesell, A., and Amatruda, C. S.: Developmental Diagnosis: 
Normal and Abnormal Child Development. Clinical Meth and 
Pediatric Applications. New York: Paul B. Hoeber, Inc. En- 
larged and revised edition, 1947. 
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4. It supplies important objective infor: ation 
concerning the organization of personality. 

5. Periodic examinations make possible « cop. 
structive type of developmental supervision which 
takes mental health into account. 


We need not assume that every pediatrician wil] 
suddenly become an expert in developmenta! diag. 
nosis. Neither can we assume that the vast task 
of mental hygiene can be conveniently referred to 
child psychiatrists who are mainly concerned with 
frank behavior disorders and psychopathologies, 


A comprehensive program of mental hygiene 
will naturally have to rest on a basis of pediatric 
and general medicine. The child’s doctor, whether 
specialist or generalist, has the primary medical 
responsibility. Even before the child is born he 
can collaborate with a co-operative obstetrician 
and anticipate that part of maternal hygiene which 
is preparatory to parenthood. The psychological 
orientation of the mother (and indeed also the 
father) to the problems of the neonatal period can 
be foreseen by suggestive guidance in the prenatal 
period. 

Well-placed periodic developmental appraisals 
during the first years of life are indicated for rela- 
tively normal children as well as for those who are 
not developing satisfactorily. By extending the 
concept of developmental supervision to all infants 
we shall be in a better position to individualize 
child care and to attain the goals of a preventive 
mental hygiene. 


Should not this concept of development become 
part of the professional training of all physicians 
dealing with children? Some induction and pre- 
clinical indoctrination may be accomplished during 
the basic medical courses. But at the postgraduate 
level we need a teaching center setup functioning 
in close relation with a specialized diagnostic unit— 
the unit to be equipped for developmental diagnosis 
and for the demonstration of normal infants as 
well as more unusual cases. 


The intern and resident should be systematically 
and concretely exposed to a clinical science of 
child development. Such a science deals with the 
nature and norms of the developmental process in 
embryo, fetus, neonate, infant and child. It is 
basically concerned with the laws and manifesta- 
tions of healthy normal development. It employs 
the criteria of normality to interpret all forms of 
maldevelopment, mild, moderate, and grave. By 
concentrating upon the normal potentials of growth 
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and the residuals of normal manifestations in de- 
fective children, the techniques of developmental 
diagnosis can make a positive contribution to the 
hygiene of mind and personality. 

The positive contribution would benefit normal 
and handicapped children alike. All children are 
confronted with the problem of achieving optimal 
development. All need our help—the normal child 
born in a fortunate home, the child born out of 
wedlock, the child reared in a home broken by 
divorce or some other disaster, the child damaged 
by cerebral injury, the primary and secondary 
ament, the blind and near-blind, the deaf child, 
the child with a convulsive disorder, the unstable 
child. In all these instances the potentials of devel- 
opment are of most concern to family and to so- 
ciety. From the standpoint of preventive and con- 
structive medicine, every child is entitled to some 
degree of developmental supervision and guidance 
based upon developmental diagnosis. 


In summary, developmental diagnosis is a pedia- 
tric form of neuropsychiatry which utilizes clinical 
norms and functional tests of behavior to define the 
maturity, the integrity, and the social adequacy 
of a growing action system. 

Developmental guidance applies the methods of 
developmental diagnosis to interpret the status and 
the individual needs of the growth process in infant 
and child. 

Developmental pediatrics represents the area of 
clinical medicine which is especially concerned with 
the diagnosis and supervision of child development. 

The conservation of mental health therefore be- 
gins with the periodic diagnosis of infant develop- 
ment. 


=— Sms 





DINOSAUR-LIKE IMPRINT 


Did a dinosaur lie down in the mud, near the present 
site of West Coxsackie, N. Y., leaving the imprint of his 
scaly hide which was subsequently buried in silt and 
hardened into a permanent stony record? Or is there 
a less dramatic explanation for the marks? 


At the meeting of the Geological Society of America 
in New York, Dr. George H. Chadwick, consulting 
geologist of Catskill, N. Y., called the attention of his 
colleagues to the peculiar “dinosaur leather” markings 
on a vertical rock surface by the roadside, about six 
feet wide and 30 feet long. He presented his observa- 
tion as a challenge for investigation. It will be neces- 
sary to work fast, however, he said, since weathering will 
soon sponge out this puzzling record of the earth’s dim 
past.—Science News Letter, November 20, 1948. 
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Acute Abdominal 
Emergencies 


By Philip Thorek, M.D. 
Chicago, Illinois 


CUTE ABDOMINAL em- 
ergencies will always tax 
the skill of the practitioner and 
surgeon alike. After examining 
the charts from the surgical 
services at the Cook County 
Hospital for a period of ten 
years, I found six outstanding 
conditions that we mistake 
most frequently; they are: (1) 
acute cholecystitis, (2) perforated peptic ulcer, (3) 
acute appendicitis, (4) renal colics, (5) acute 
hemorrhagic pancreatitis and (6) coronary occlu- 
sion. There is a seventh disease which deserves 
special consideration, namely, salpingitis. An acute 
or chronic salpingeal pathologic condition is fre- 
quently associated with a perihepatitis which pro- 
duces pain in the right upper quadrant (pseudo- 
gall-bladder pain). Because of this, gall-bladder 
explorations and other surgical procedures have 
been done in cases of salpingitis, resulting in danger 
to the patient and embarrassment to the surgeon. 
One must have a simple and workable plan in 
mind to make a correct diagnosis. Our plan con- 
sists of four headings: (1) history, (2) present 
symptom complex, (3) physical examination and 
(4) laboratory data. This routine has served us 
well and we utilize it daily. 


Acute Cholecystitis 


The dictum that certain types of people are 
predisposed to certain types of diseases seems to 
be correct. The gall-bladder type is described as 
being fair, fat and forty, usually’ a woman in the 
latter fourth or fifth decade and somewhat obese. 
There is always an exception to the rule, hence, the 
most fulminating hydrops of the gall bladder on 
our service was seen in a young thin boy of sixteen. 
The age of forty is related to a previous history 
of pregnancy, and this is theoretically explained in 
the following way: the average woman has her 





Read before the eighty-third annual session of the Michigan State 
Medical Society, Detroit, Michigan, September 22, 1948. 

From the Departments of Surgery of the University of Illinois 
Cook County Graduate School of Medicine, Hektoen Institute of 
Medical Research, Cook County Hospital, American Hospital and 
Alexian Brothers’ Hospital. 
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children in the third decade of life and while 
pregnant she develops a physiologic hypercholester- 
olemia. Some of this cholesterol deposits on the 
mucous membrane of the gall bladder, forms 
polypi which break off and become the nuclei for 
stones. It may take from ten to twenty years for 
gallstones to attain any appreciable size, so that by 
the time she reaches her fifth decade the stone is 
large enough to obstruct or irritate. Nulliparous 
women can also have gallstones or gall-bladder 
disease, but this too is the exception and not the 
rule. 


In a middle-aged woman the history of recurrent 
attacks of abdominal pain, so severe that the phys- 
ician must administer a sedative, is an acute gall 
bladder until proved otherwise. Acute appendicitis 
does not require morphine; renal colics will be dif- 
ferentiated presently, and coronary occlusion is rare 
in women. One of the most unusual lesions noted 
in the female is a perforated peptic ulcer. The 
gall-bladder patient also presents a previous history 
of “selective dyspepsia.” By this we mean that there 
are certain specific foods that she cannot tolerate. 
There are four primary offenders to these foods; 
they are: fried and fatty foods, raw apples, cucum- 
bers and cabbage. The patient does not use the 
term “dyspepsia,” but describes this distress as the 
two “B’s,” namely, bloating and belching. To sum- 
marize and describe the gall-bladder patient one 
may use an alliteration and state that she is the 
patient with the seven “F’s”; she is the fair, fat, 
fertile, flabby, female of forty. 

The complaint is one of pain, and it is important 
to determine the type of pain which is present. 
A constant pain is due to edema, but colicky pain 
is caused by obstruction. This is one of the factors 
which indicate whether the case should be treated 
conservatively or surgically. It is unwise to treat 
an obstructed lesion conservatively, since these are 
cases which result in early gangrene and perfora- 
tion. Morphine should not be used in gall-bladder 
disease because it is a smooth muscle contractor, 
and since the gall bladder is a smooth muscle organ 
one should not administer a medicament which 
would stimulate its activity. By increasing muscle 
tonus, morphine may actually aggravate or provoke 
gall-bladder pain and colic. One should not state, 
however, that the drug must never be used in 
gall-bladder disease, since it still has its place, 
namely, to prevent shock. These patients are 
treated first with nitrite therapy. One breaks an 


190 


amyl nitrite bead and lets the patient inhale the 
vapors; 1/100 grain of nitroglycerin is placed un. 
der the tongue, and three grains of sodium amyta] 
or any other barbiturate are given by mouth, If 
this gives no relief we administer a hypodermic 
which consists of 100 mg. of demerol and 1/109 
of a grain of nitroglycerin. Should these measures 
fail, antispasmodic therapy with such drugs as 
papaverine, aminophylline, et cetera, is tried. 
Morphine is used only after all other measures have 


failed. 


Gall-bladder pain is usually located under the 
right costal margin, but may be referred to the 
stomach since these two organs originate from the 
same embryologic segment. The stomach responds 
to this stimulus in one of three types of gastric 
spasms: (1) pylorospasm, (2) midgastric spasm 
and (3) cardiospasm. If a pylorospasm is pro- 
duced, the gall-bladder condition might be con- 
fused with peptic ulcer; if midgastric spasm results, 
a stomach carcinoma may be erroneously diag- 
nosed ; and if associated with cardiospasm, the pain 
appears on the left (pseudo-coronary pain), and 
coronary disease may incorrectly project itself into 
the diagnostic picture. 


Radiation of pain should not be confused with 
referred pain. By radiation we mean that gall- 
bladder pain, located under the right costal margin, 
may radiate along the path of the seventh inter- 
costal nerve to the inferior angle of the right scap- 
ula, or the interscapular region. Gall-bladder pain, 
therefore, cannot radiate to the right shoulder. 
Shoulder pain is an entirely different mechanism 
which involves the phrenic nerve and is indicative 
of peritonitis. When a gall-bladder patient has 
true shoulder pain, a diagnosis of gangrenous or 
ruptured gall bladder with biliary peritonitis should 
be made. 

Temperature, pulse and respirations are includ- 
ed under the heading of physical examination. The 
patient with an acute condition of the gall bladder 
has an early high fever; hence, a temperature of 
102° is not unusual within the first twelve to 
twenty-four hours of acute cholecystitis. The early 
fever is explained by the absence of a submucosa. 
Since this tough resisting layer is lacking, there is 
greater chance for early contamination and absorp- 
tion in the peritoneal cavity. The patient has a 
pulse which is increased according to the tempera- 
ture; therefore, for every degree rise in fever there 
will be approximately a ten-beat increase in pulse 
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rate. Respirations are slightly increased because 
breathing is painful. This is due to the fact that 
the inflamed gall bladder rubs against the sensitive 
parietal peritoneum; because of this, acute gall- 
bladder disease may be confused with pneumonia 
or pleurisy. 

Although pain, a symptom, may be referred any- 
where along its nervous path, tenderness, a physical 
finding, remains at the site of pathology. This is an 
excellent diagnostic rule, having few if any excep- 
tions. The tenderness of gall-bladder disease will be 
located in the region of the right costal margin. 
If it is most marked on a level with the umbilicus, 
it may be difficult to determine whether the con- 
dition is an inflamed low-lying gall bladder or an 
acute high-lying retrocecal appendix. Two ways 
aid in the differentiation of these two conditions. 
First, we recall that the normal abdomen reveals 
a tympanitic note to percussion in all four quad- 
rants. If the tenderness opposite the umbilicus is 
due to an inflamed gall bladder, we assume that 
the organ is unusually large or that a ptotic liver 
with an inflamed gall bladder at its free border 
is present. This would cause an obliteration of the 
normal tympany in the right upper quadrant and 
in its place the percussion note would be one of 
dullness or flatness. If the patient presents tender- 
ness on the level with the umbilicus and retains 
normal tympany in the right upper quadrant, this 
would point to a high-lying retrocecal, appendix. 
Another method of differentiating the gall bladder 
and appendix is by means of Ligat’s test. This test 
locates areas of hyperesthesia over an inflamed 
organ. If the tenderness is due to gall-bladder dis- 
ease, an area of hyperesthesia (elicited by picking 
up the skin and letting it drop) is present from 
the umbilicus upward to the right costal margin. 
If the tenderness is due to an acute appendix, the 
area of hyperesthesia will be found from the um- 
bilicus down to Poupart’s ligament. 

A rectal examination is done as a routine in 
every physical examination. More important than 
the rectal or vaginal examination is a so-called bi- 
digital examination, which is conducted by placing 
the index finger in the vagina and the middle finger 
in the rectum with the perineum in between. This 
will immediately orient the examiner, and adnexal 
pathologic conditions will be revealed. 

A flat x-ray film should be taken in every acute 
abdominal condition. One may determine whether 
a calcified gall bladder or visible stones are present. 
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It also gives an indication as to whether or not the 
liver is enlarged or ptotic. Routine laboratory 
tests are done. 


Perforated Peptic Ulcer 


This condition is rare in women. Usually a pre- 
vious history of peptic ulcer or hemorrhage can be 
obtained, but the onset may be with perforation. 


The patient states that he was seized with a sud- 
den pain, usually after eating; this was so severe 
that it doubled him up. The classical picture of 
perforated peptic ulcer with board-like rigidity and 
a shock-like syndrome is too well known to bear 
repetition. Two signs which should be sought for 
in every case, however, are: (1) the findings with 
auscultation, and (2) the presence of a pneumo- 
peritoneum. Auscultation reveals an absolutely 
silent abdomen when an ulcer perforates, leaks and 
soils the peritoneal cavity. This is not new, since 
the late J. B. Murphy had stressed the importance 
of this finding many decades ago. When intestinal 
sounds are present, the diagnosis of perforated 
peptic ulcer is remote. These are exceptions, and 
one of these will be discussed presently under the 
subject of forme fruste ulcer. The next sign which 
helps clinch the diagnosis is the demonstration of a 
spontaneous pneumoperitoneum. Normally, a 
magenblase or stomach air bubble is present. When 
an ulcer perforates, this air bubble escapes into the 
general peritoneal cavity, and can be demonstrated 
either by percussion or with the fluoroscope; the 
latter is by far the more accurate. The patient is 
placed on his left side so that the free air bubble 
may gravitate upward between the liver and the 
right hemidiaphragm. By so doing, the liver is 
displaced downward and is separated from the 
diaphragm. Normally the liver hugs the diaghragm 
and no air space is visible between them. If this air 
is of an appreciable amount, normal liver dullness 
is obliterated and in its place a tympanitic note is 
produced by percussion. The sign is easy to dem- 
onstrate, quite pathognomonic of perforated pep- 
tic ulcer, and present in about 70 per cent of all 
cases. 

The forme fruste ulcer deserves special mention. 
The term refers to a pin-point perforation in the 
stomach or duodenum which is immediately sealed 
over by muscular contraction or by the overlying 
liver. Therefore, the spillage is minimal and the 
amount of peritoneal soiling is small. Such patients 
may experience a sudden sharp pain in the epi- 
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gastrium, but the typical physical findings are 
lacking. This patient may be able to straighten up 
and walk about. Abdominal sounds are usually 
present and the air bubble may remain intragastric, 
having had no chance to leave the small perfora- 
tion. These patients, therefore, present a mislead- 
ing picture and have been misdiagnosed. However, 
with the ingestion of their next meal they usually 
reperforate and then present the typical findings. 


The temperature, pulse and respirations will de- 
pend upon whether or not shock is present. Most 
perforated peptic ulcers present a shock-like pic- 
ture which varies in its intensity. The shock as- 
sociated with perforated ulcers responds rapidly 
to therapy. Within a few hours, the classical pic- 
ture of peritonitis develops with the associated 
increase in temperature, pulse and respiratory rate. 


The contents from a perforated ulcer may pass 
downward along the so-called “paracolic gutter of 
Moynihan,” pool around the appendix and produce 
exquisite tenderness at McBurney’s point. The 
diagnostician must then be on his guard, since such 
a history would suggest an epigastric distress with 
localization to the right lower quadrant which 
could be confused with an acute appendix. Upon 
exploratory operation, free fluid will be found in 
the peritoneal cavity with all signs of a peritonitis, 
and a red and injected appendix seen and re- 
moved. These patients usually die if the leaking 
ulcer is overlooked. This catastrophe can be avoid- 
ed if, before closing the abdomen, the appendix is 
opened and the mucous membrane examined. 
Since acute appendicitis starts in the lumen of 
the appendix and travels outward, a normal ap- 
pearing mucous membrane would suggest looking 
elsewhere for the cause of the peritonitis. 

Laboratory data includes the flat x-ray film 
which has been discussed under the subject of 
spontaneous pneumoperitoneum. Routine blood 
count and urinalysis are done. Some of these pa- 
tients might have bled, and although perforated 
ulcers are known not to produce massive hemor- 
rhage, signs of a secondary anemia may be present. 


Acute Appendicitis 


One respects this condition the more one sees 
of it. The statement “only an appendix” is indeed 
a dangerous one. Acute appendicitis is most fre- 
quently found in individuals under the age of 
forty and is somewhat more common in men. It 
will be recalled that gall-bladder conditions appear 
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most frequently after the age of forty. Th: Story 
that the patient relates is usually quite stereotyped, 
To put it in his language: “Something I ate gave 
me a belly-ache.” This is his way of desi ribing 
acute epigastric distress. When he gets this “belly. 
ache” he often attempts to obtain relief with either 
a cathartic or an enema. Within the first twenty. 
four hours his “belly-ache” becomes a soreness low 
on the right side. His acute epigastric distress has 
become localized to the right lower quadrant. The 
“two-question test” is both useful and time-saving. 
Question Number 1: “Where was your pain when 
it started?” To this interrogation the patient points 
to his entire abdomen. Question Number 2: 
“Where does it hurt you now?” He then points to 
the right lower quadrant, usually McBurney’s point. 
This simple method of having the patient demon- 
strate diffuse pain which localizes to the right lower 
quadrant will diagnose the vast majority of cases 
of acute appendicitis. 


Vomiting and nausea have been impressed upon 
us as being associated with appendicitis. This is the 
exception and not the rule. Anorexia, or loss of 
appetite, is more constant and more important than 
either nausea or vomiting. Anorexia, nausea and 
vomiting are three degrees of one symptom; anorex- 
ia is the mildest form and is associated with 
mild distention of the appendix; nausea, the middle 
degree, is due to moderate distention; and vomit- 
ing, the maximum degree, is found in greatly dis- 
tended appendices. The most common symptom 
in acute appendicitis is anorexia, and if the patient 
states that his appetite is not altered we doubt the 
diagnosis of an acute appendix. Two complaints 
which are extremely rare in acute appendicitis are 
diarrhea and chills. These are probably found in 
less than 1 per cent of the cases. Constipation is 
the rule. 

Fever is not an early finding in acute appendi- 
citis; in fact, if present, it is suggestive of peri- 
toneal soiling. It is true that cases of acute ap- 
pendicitis may have a fever of 102° or 103°, but 
these are no longer cases of appendicitis; they are 
cases of far advanced peritonitis. Children prove 
the exception to this rule. If appendices would 
be operated upon when the temperature is below 
99°, the mortality would be very low. 

Acute appendicitis does not give right rectus 
rigidity. Although .the reverse is taught in many 
schools and text books, this point should be clarified. 
It is impossible for an individual to contract his 
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right rectus muscle without contracting the left; 
therefore, when pressure is made upon an inflamed 
sea, both rectus muscles contract. When only 
one rectus is rigid it suggests an underlying mass, 
sich as a tumor or abscess. When both recti con- 
tract to pressure it should be considered “muscular 


defense” rather than right or left rectus rigidity. | 


The importance of this bears emphasis when we 
realize that diagnosis, treatment and prognosis may 
depend upon the presence of right rectus rigidity 
or simple muscular defense. 


The iliopsoas and obturator signs are not signs 
which diagnose acute appendicitis, but rather locate 
an acute appendix. Probably a misconception has 
arisen because these signs are usually discussed 
under the heading of acute appendicitis; they may, 
however, be produced in other diseases. The right 
iliopsoas sign is elicited by placing the patient on 
his left side and hyperextending the right leg. If 
positive, pain is produced over the iliopsoas fascia 
which will be manifested in the region of the right 
lower quadrant. In the presence of a history of 
acute appendicitis this would signify that the in- 
flamed appendix is overlying the iliopsoas fascia 
and is retrocecal. A positive obturator sign will lo- 
cate an inflamed pelvic appendix. It is conducted 
in the following way: with the patient on his back 
the thigh is flexed upon the abdomen and the leg 
upon the thigh; the leg is then abducted. This 
causes internal rotation of the thigh and stretches 
the obturator internus muscle. If this produces 
pain it is diagnostic of a fasciitis involving the ob- 
turator fascia, which could be caused by an in- 
flamed tube, appendix, ovarian cyst, et cetera. If 
the patient elicits a history of acute appendicitis 
with a positive obturator sign, we conclude that the 
appendix is low-lying and in the pelvis. Rovsing’s 
sign is also helpful. It is elicited by pressing over 
the left cecum; the colonic gas which has been 
pushed to the right will produce pain over the cecal 
region, which is quite diagnostic of acute appendi- 
Citis. 

Routine bi-digital examinations are done; at 
times an acute appendix or appendiceal mass may 
be felt. Late and neglected appendices may pro- 
duce a pelvic abscess which points rectally or 
vaginally, and this examination reveals the proper 
site and time for incision and drainage. 


The laboratory data usually consists of a white 
blood count and a urinalysis. More important than 
the white blood count or urinalysis is a differential 
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blood count; this is easy to do and more accurate. 
If the “poly” count is high, we assume that an 
acute infectious process is present; a high “poly” 
count in the presence of a low white count means 
a poor prognosis. The urinalysis is usually nega- 
tive but may be misleading; a few red cells in the 
urine are not pathognomonic of renal pathology. 
Negative urines have been recorded where a renal 
stone completely blocks the ureter so that no blood 
or pus can pass into the bladder. 


Renal Colics 


Stones are not the only substance which produce 
renal colics, since the same syndrome may be pro- 
duced by a small blood clot, inspissated pus, uratic 
debris, or a kinking of the ureteropelvic junction in 
a ptotic kidney. 


The condition is more common in males, and the 


" patient may reveal a history of previous attacks, a 


hereditary influence, a story of gout, or parathyroid 
pathology. 


The patient complains of a sudden pain which 
starts in the lumbar region and radiates to the 
testicle, vulva, or the inner aspect of the thigh. 
With this pain he becomes extremely restless and 
thrashes about. A patient who is experiencing a 
colic is restless and moves about, but one who has 
a peritonitis lies perfectly quiet and resents being 
moved. Vomiting is a common symptom, as is a 
frequency of urination. During the act of mic- 
turition the pain may be altered. 


Physical examination rarely reveals any eleva- 
tion in temperature, but extremely characteristic 
of the condition is a bradycardia. It has ofttimes 
been stated that when a patient with an acute ab- 
domen has “a clean tongue and a slow pulse” he 
has a renal colic until proved otherwise. Tender- 
ness is most marked in the region of the twelfth rib 
of the involved side, and to elicit this finding it is 
unnecessary and cruel to utilize any type of “punch”’ 
test. The tenderness is so exquisite that mild per- 
cussion will demonstrate it. We prefer to use the 
term “Murphy tap” to “Murphy punch.” A zone 
of hyperesthesia is usually found posteriorly at the 
level of and slightly below the twelfth rib. If this 
area is anesthetized with novocaine, the hyper- 
esthesia and pain disappear. 

A flat x-ray film may reveal a stone if such is 
present, but this is not reliable since non-opaque 
substances may also produce kidney colic. An in- 
travenous pyelogram can be made without dis- 
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turbing the patient, and if necessary the film can 
be taken at the bedside with the aid of a stationary 
grid. The significant finding for a diagnosis of a 
stone in the ureter is the anuria which may be 
present on the affected side; the opposite side shows 
normal excretion. The kidney on the affected side 
usually appears increased in density since the dye 
in these tubules is more concentrated. This finding 
is sufficient for diagnosis of non-opaque stones in 
the ureter. A catheterized specimen of urine usually 
reveals pus, blood and albumin. The presence or 
absence of pus and blood in the urine is not 
pathognomonic since a stone may completely block 
the ureter and result in a normal urine. On the 
other hand, an inflamed appendix may be at- 
tached to the ureter, kidney or bladder, resulting 
in a secondary ureteritis, nephritis or cystitis with 
an associated hematuria. In such instances the 
laboratory report may be actually misleading. 


Acute Hemorrhagic Pancreatitis 


It is important to recall that this disease may ap- 
pear in one of two forms: either acute edematous 
pancreatitis or hemorrhagic pancreatitis. The for- 
mer presents a mild clinical picture, but the latter, 
which is associated with fat necrosis and occasional- 
ly a hemorrhagic peritonitis, produces a fulminat- 
ing one. The acute edematous form usually im- 
proves rapidly without therapy within forty-eight 
hours, but hemorrhagic pancreatitis gets progres- 
sively worse and often requires surgical interven- 
tion. It is the hemorrhagic type, therefore, which 
is important to identify and treat promptly. 


Although the etiology of pancreatitis is unknown, 
there seems to be a mechanical factor which is as- 
sociated with spasms, stones, swelling and stasis. 
The patient who develops acute pancreatitis is 
usually of the same type that develops gall-bladder 
disease; therefore, the condition is more common 
in women, rarely occurring before the age of forty, 
and is seen in stout people. The ratio of colored to 
white is one to fifty. The attack usually follows the 
ingestion of a heavy meal. The pain is dramatic, 
sudden and excruciating; it is felt in the epigas- 
trium, and radiates into one or both loins. In this 
way pancreatic pain radiation resembles an in- 
verted fan. When the patient sits up or lies on his 
abdomen, the pain is relieved, and is aggravated 
when he is on his back. Hence, in most pancreatic 
conditions, be they tumors or inflammations, the 
patient is usually found lying on his abdomen or in 
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a sitting position. Reflex vomiting or retching al. 
most always occur; emesis which is truly reflex jp 
nature is never feculent. 


Physical examination reveals a patient that js 
usually in shock with cold and clammy extr Mities, 
subnormal temperature, and a rapid, thread, Pulse, 
Local epigastric tenderness is almost always present 
and is associated with a type of muscular defense 
which is localized to the same area. The rigidity 
is not truly board-like in nature, and the tender. 
ness is most marked midway between the umbilicys 
and the xiphoid. An occasional finding is ecchy. 
mosis in one or both loins, or at times around the 
umbilicus. This is due to extravasated blood which 
finds its way around the retroperitoneal space and 
presents itself as greenish yellow or purplish dis. 
colorations. This finding, however, takes two or 
three days to appear. Mild jaundice is present in 
about half of the cases; this is explained by the 
fact that the common duct is pressed upon by a 
swollen head of the pancreas. Abdominal auscul- 
tation usually reveals a quiet but not silent abdo- 
men. 


Laboratory findings may be helpful in the diag- 
nosis. An increase of serum amylase is specific in 
the acute phase, although a normal reading does 
not rule out acute pancreatitis. Polowe has em- 
phasized the importance of determining the blood 
amylase activity in terms of cuprous oxide precipi- 
tation. He has shown that moderate to marked 
blood amylase activity is almost always associated 
with dis¢ases of the pancreas, and normal or de- 
creased blood amylase almost always excludes pan- 
creatitis. Hypocalcemia is usually present and the 
level found is usually below nine. A flat x-ray 
film of the abdomen may reveal a separation of 
the upper and lower limbs of the duodenum 
brought about by an edema of the head of the pan- 
creas. This latter finding is unusual. 


Coronary Occlusion 


Although this belongs to the realm of the intern- 
ist, the general practitioner as well as the surgeon 
must be on his guard to avoid the fatal error of 
confusing an acute coronary disease with an acute 
abdominal condition. 


Men are most susceptible to this condition, and 
it is usually found in those past the age of forty. 
A previous history ef dyspnea or pain in the chest 
during exertion or excitement may be elicited. 
The attack is sudden, with severe pain in the chest 
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yhich radiates out the left arm toward the abdo- 
men or both shoulders. There is a sense of impend- 
ing death with severe fright which usually super- 
edes the complaint of pain. The radiation may also 
be toward the epigastrium, so that the examiner’s 
attention is directed to the abdomen rather than 
the chest. A usual complaint during such an at- 


tack is one of “indigestion.” Although the pain of . 


acute coronary disease may occur in the abdomen, 
it does not become localized; hence, no area of 
local abdominal tenderness is ever found. Marked 
abdominal distention may be present in coronary 
pathology but muscle or rectus rigidity are lacking. 
In abdominal catastrophes the patient lies perfect- 
ly quiet, but the coronary patient resembles the 
colic in that he is restless and tosses about. The 
acute cardiac patient presents veins in the neck 
which are distended and full, in contrast to the 
patient with the surgical abdomen who may appear 
pale and bloodless. Signs of impaired circulation 
are usually present, such as dyspnea, orthopnea 
and cyanosis. Auscultation will usually reveal 
rales in both bases due to pulmonary congestion. 
Cardiac enlargement, feeble heart sounds and oc- 
casionally a pericardial friction rub may be found. 
During auscultation of the abdomen, normal intes- 
tinal sounds will be heard which are absent or 
diminished in cases of peritonitis. 

Positive electrocardiographic findings are pathog- 
nomonic, but one is not always fortunate enough to 
have an electrocardiogram handy. A leukocytosis 
may be present some hours after the disease takes 
place, and the urine is usually negative unless there 
is associated renal pathology. 

We realize that many other conditions at times 
require differentiation in the acute abdomen. Some 
of these are: strangulated hernia, regional ileitis, 
mesenteric lymphadenitis, mesenteric thrombosis, 
ruptured ectopic pregnancy, ruptured graafian fol- 
licle, ileocecal tuberculosis, vasitis, torsion of the 
omentum, volvulus, intussusception, et cetera, ad 
infinitum. However, when one misses one of these 
unusual conditions he does not feel quite as re- 
sponsible or guilty as he would having missed one 
of the forementioned “big six.” 


25 East Washington Street 
Chicago 2, Illinois 
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Urological Aspects of 
Abdominal Pain 


By John E. Dees, M.D., 
Durham, North Carolina 


T HE UROLOGIST is often 

called upon by the general 
surgeon, the gynecologist, and 
the internist for help in deter- 
mining the source of abdominal’ 
pain. In individuals with clear- 
cut and typical symptoms, the 
urinary tract may be imme- 
diately suspected and readily 
proven to be the source of the 
pain in question. In other instances, however, the 
pain may be so atypical or so overshadowed by 
other symptoms that the urinary tract may be the 
last system suspected as being the source of trouble. 
It seems worthwhile, therefore, to present to a 
group with such varied medical interests as the 
present one, a urologist’s approach to the question, 
“Does this patient’s abdominal pain originate in 
the urinary tract?” 

I shall present few facts that have not already 
been described. My main attempt will be to try 
to explain the less typical types of ureteral pain 
on a basis of pathological physiology. In order to 
understand more clearly some of the atypical dis- 
comforts that may originate in the urinary tract, I 
would like to review briefly certain fundamentals 
of the innervation and physiology of the kidney 
pelvis and ureter. These structures are richly sup- 
plied with autonomic nerves which communicate 
with the renal, inferior mesenteric, spermatic, ce- 
liac, hypogastric, and vesical plexuses, most of 
which, in turn, intercommunicate one with an- 
other. It should be born in mind that other intra- 
abdominal organs, including the stomach, colon, 
cecum, appendix, rectum, small bowel, and bladder, 
as well as the internal genitalia of the female are 
innervated through these same nerve plexuses. A 
stimulus, ultimately appreciated as pain by the 
higher centers in the central nervous system, may 
traverse very intimately associated nerve tracts 
whether it originates in a segment of the right 
ureter or in the appendix. It is this complex and 
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rather vaguely understood mechanism’ of innerva- 
tion that makes accurate localization of visceral 
pain often difficult. 

Variation in the intensity of pain may alter its 





Fig. 1. 


Normal intravenous urogram. 
calyces, absence of dilatation of pelves and ureters and segmental 
filling of ureters. 


Note delicate cupping of 


radiation and distribution due to an overflow of 
pain impulses into an adjacent segment of the 
cord. Not infrequently a patient is seen with a 
stone in the lumbar ureter whose discomfort is 
well localized in the flank and back. With a 
paroxysm of severe colic, the pain may radiate 
down into the groin or genitalia, although unac- 
companied by downward progress of the stone in 
the ureter. 

Urine is normally propelled from its point of 
entrance into the renal pelvis downward through 
the ureter into the bladder by a series of peristaltic 
waves whose rate and amplitude are primarily de- 
pendent upon the volume of urinary flow. In nor- 
mal intravenous urograms (Fig. 1) one can always 
see one and frequently two segments of ureter 
which contain no radiopaque dye. These empty 
segments of ureter are those which are undergoing 
peristaltic contraction. As will be pointed out later, 
complete filling of the entire ureter on intravenous 
urography usually is due to obstruction. 

Renal and ureteral pain is, almost without ex- 
ception, due to relatively abrupt increase in pres- 
sure within the true capsule of the kidney or with- 
in the lumen of the renal pelvis or ureter. Local- 
ized renal pain alone may be caused by increased 
intracapsular pressure due to parenchymal swelling 
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as is seen in acute, nonobstructive pyelonephritis 
However, increased pressure within the pelvis and 
ureter, in my experience, is always secondary tg 
obstruction. In patients with ureterolithiasis, the 





Fig. 2. (Above) Distribution 
of pain from electric stimula- 
tion of progressively descend- 
ing segments of ureter from 
kidney pelvis to intramural 
ureter. 

(Right) Composite picture 
of distribution of ureteral pain. 
(Ockerblad and Carl — see 


text). 


severe pain of kidney colic is immediately relieved 
by passage of a ureteral catheter above the ob- 
structing stone. Complete relief of pain occurs as 
soon as the distended ureter and pelvis above the 
obstruction are emptied of urine. The rough, ir- 
regular stone may“remain in the ureter alongside 
the catheter, but as long as free drainage occurs, 
there is no discomfort. 
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>phritis, Ockerblad and Carlson,’ in an ingenious clinical 


vis and experiment, accurately mapped out the distribution 
dary to § of pain from different levels of the upper urinary 
sis, the tract (Fig. 2). In a group of normal individuals, 


Fig. 3. Duke Hospital No. C 33800 was treated 
for Ee days on the general surgical service for 
a possible perforating duodenal ulcer. His present- 
ing symptom was one of extremely severe nausea 
and vomiting which clinically overshadowed mod- 
erate left abdominal pain of nondescript type. 
A duodenal ulcer was demonstrable on x-ray. 
Traces of blood were present in the vomitus. 
However, slight tenderness was present over the 
left kidney, a few red cells present in the urine, 
and the left ureter was found to be completely 
blocked by a small calculus. Immediate and 
permanent relief of all symptoms to the present 
time followed removal of the stone. 





different segments of the ureter from kidney pelvis 
to the bladder were stimulated by means of a 
specially constructed ureteral electrode introduced 
cystoscopically. The locations of referred pain were 
mapped out upon the body surface. Stimulation 
of the kidney pelvis above the uretero-pelvic junc- 
tion invariably produced pain referred to an area 
on the back, the center of which was the costo- 
vertebral angle. There was no radiation of the 
} pain anteriorly or upward. Stimulation of various 
| | segments of the lumbar ureter produced discom- 

| fort radiating downward in a band just above the 








‘ crest of the ilium. If lower segments of the ureter 
were progressively stimulated, the pain was re- 
ieved ferred progressively to the groin, genitalia, and 
e ob- inner aspect of the thigh and leg as far as the toes. 
urs as There were interesting variations from the average 
e the in the location of pain referral. On occasions, pain 
h, ir- was referred to the anterior or lateral aspect of the 
gside upper thigh, to the presymphyseal area and to the 
Urs, immediate supra-pubic region. Although not 
pointed out in their investigation, pain is not in- 

{SMS Ferruary, 1949 











frequently referred to the sacro-iliac and sacral 
regions from stimuli arising in the lower third of the 
ureter. It should be born in mind that these ex- 
perimental findings have reference to pain originat- 
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Fig. 4. No. C 31225 had had kidney colic on 
the right side intermittently for four months. 
The pain commenced in the costo-vertebral angle 
radiating around the flank, to the suprapubic re- 
gion and genitalia. Recently, there had been 
marked urinary frequency unassociated with 
burning or pain. -rays demonstrated a stone 
in the lower segment of the right ureter which 
was completely filled with dye above the point 
of obstruction on intravenous urography. 


mg from one isolated segment of the ureter. 
Clinically, secondary to obstruction, the pain pat- 
tern is usually a composite one arising from the 
entire ureter and kidney pelvis above the point of 
obstruction, extending from the costo-vertebral re- 
gion to a point determined by the lowermost level 
of obstruction. 

Because of the rich intercommunication between 
the nerve supply of the ureter and that of the gas- 
trointestinal tract through the celiac, splanchnic 
and other abdominal plexuses, gastrointestinal 
symptoms occur with great regularity in association 
with pain originating in the upper urinary tract. 
Nausea, vomiting, flatulence and abdominal dis- 
tention often accompany renal and ureteral pain 
and may overshadow the clinical picture (Fig. 3). 

Both intravenous urography and _ retrograde 
pyelography are invaluable aids in the investigation 
of abdominal pain originating from the upper 
urinary tract. Each procedure gives us somewhat 
different information. The intravenous urogram 
portrays more faithfully the dynamics of the kid- 
ney pelvis and ureter; the retrograde pyelogram 
produces clearer visualization of inconspicuous 
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changes in these structures and likewise may aid 
in the diagnosis by reduplication or accentuation 
of the pain in question. With the intravenous uro- 
gram, any or all of three important abnormalities 





rial, there may be filling only of the calyces, « por. 
tion of the pelvis, or of the upper ureter only. This 
stands out in sharp contrast to the complete filling 
of the opposite pelvis, segmental filling of its ureter 


Ck 


Fig. 5. No. C 31372 for “~?_ years had had discomfort in the right abdomen, usually in the upper 


portion but at times in the lower abdomen. 


Rarely, when severe 


it would radiate downward into 


the right testicle and be associated with nausea. Appendectomy had not influenced the pain. Gastro- 


intestinal studies were negative. 


the pelvis. A later — showed the ureter fille 
caliber being essentiall 


Examination revealed minimal tenderness over the right kidney, 
considerable tenderness in the lower right abdomen. 
venous urography showed delay in excretion of dye by the right 
with dye from the kidne 
y normal. Cystoscopy revealed 


Urine and = X-ray were negative. Intra- 
idney with minimal dilatation of 
pelvis to bladder, its 


a ureterocele on the right with a tiny pinpoint 


orifice. Two instrumental dilatations of the lower ureter permanently relieved this pain. 





Fig. 6. No. C 24717 had symptoms of bladder irritation for 
fifteen years, all symptoms being confined to the lower urinary tract. 
He was found to have a large bladder stone and cystitis. Intra- 
venous urography showed obstruction to both ureters due to edema 
and thickening of the bladder mucosa and wall. Note dilatation and 
loss of segmental filling of ureters. 


may be noted in cases of ureteral obstruction. (1) 
There may be delay in excretion of the radiopaque 
dye by the affected kidney so that in x-rays made 
five to ten minutes after administration of the mate- 
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and the presence of dye in the bladder. (2) Dila- 
tation of the calyces, pelvis, and ureter of the 
obstructed side may or may not be noted. (3) Seg- 
mental filling of the ureter above the point of ob- 
struction is usually absent, and a solid column of 
radiopaque dye extends from the segment of ure- 
teral obstruction upward to include tHe renal pelvis. 
Delayed plates may be necessary to illustrate this 
finding when obstruction to the transportation of 
the dye from the kidney pelvis down the ureter is 
pronounced. It should be emphasized that only one 
or two of these abnormalities may be demonstrable 
in the individual case of ureteral obstruction. 

In instances of obstruction where, because of 
increased intraureteral pressure, the ureteral mus- 
culature cannot obliterate its lumen by peristaltic 
contraction, the entire lumen of the ureter and 
kidney pelvis above the obstructed point is an 
open system, and the increased pressure is equally 
distributed throughout it. The resulting pain pat- 
tern will radiate from costovertebral angle down- 
ward to a point determined by the level of obstruc- 
tion. Renal tenderness will be present due to in- 
creased pressure within both the renal pelvis and 
the true capsule of the kidney, an organ which is 
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richly supplied with sensory nerve fibers. Gastro- 
intestinal disturbances are frequently seen because 
of the intimate connection between the renal and 
other abdominal plexuses (Figs. 4, 5 and 6). 
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detrusor contraction 

plexus (Figs. 7 and 8). 
Typical ureteral pain radiates downward wheth- 

er it originates in the costo-vertebral region, the 


through the hypogastric 





Fig. 7. No. A 19136. This seven-year-old girl, during the preceding four months, had had three 
separate attacks of severe right lower abdominal pain with nausea and vomiting. The pain was not 


experienced in the back or flanks. 


men and minimal tenderness in the right flank. The urine showed : " 
X-rays showed a large oval stone in the lower right ureter. Immediately 


no red cells, no organism. 


Examination revealed marked tenderness in the right lower abdo- 


an occasional white blood cell, 


above the stone, the ureter was moderately dilated for a distance of 3 or 4 cm. Above this point, 
however, it was of normal caliber, and effective peristalsis was demonstrable on intravenous urography. 
There was no definite hydronephrosis. No further attacks occurred following removal of her stone. 


In certain instances of partial low ureteral ob- 
struction, the ureteral musculature may become 
compensated so that efficient peristalsis occurs in 
that portion above the obstructed segment. This 
fortuitous happening will result in quite different 
symptom complexes and in different physical and 
radiologic findings. 
partial obstruction protects the renal pelvis from 


Effective peristalsis above a 


back pressure. Accordingly, little or no dilatation 
of the pelvis or calyceal system is present and for 
the same reason, renal tenderness is absent. Ex- 
cretion of intravenous dye is delayed little if any. 
Ureteral pain does not start in the costo-vertebral 
angle and kidney region but originates solely in 
the segment of ureter immediately above the point 
of obstruction in a manner analogous to segmental 
stimulation by Ockerblad’s electrode. Gastro- 
intestinal symptoms are usually inconspicuous, as 
the hypogastric and vesical plexuses are not in- 
timately connected with those governing gastro- 
intestinal motility. Reflex urinary frequency is 
often present, however, due to reflex stimulation of 
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Fig. 8. Low ureteral stricture on right with compensation of 
upper ureter. This type of obstruction may produce low abdomi 
pain with or without radiation. Note dilated segment of ureter 
immediately above stricture. 


flank, or in a lower abdominal quadrant. Occa- 
sionally an individual is seen whose lower abdom- 
inal pain radiates upward toward the flank, and 
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subsequent correction of an obstructive condition 
in the lower ureter relieves the pain, thus proving 
its source to be ureteral. Such atypical spread of 
ureteral pain is difficult to explain. I wish, how- 


contraction communicates with the obstruct. d seg. 
ment. During such a phase, the elevated pressure 
in the lower ureteral segment would be transinitteq 
in a retrograde fashion to the upper relaxing seg. 





Fig. 9. No. C 20904 developed severe non-radiating pain in the right lower abdomen four hours 
before being seen in consultation. There was mild discomfort in the back and severe nausea and vomit- 
ing. Two urinalyses showed about 10 white cells per high power field and no red cells. White count was 


11,000, temperature 37.4° C. Examination revealed definite tenderness to fist 


ercussion over the 


right costo-vertebral angle and extreme tenderness on deep palpation of the right lower abdomen over 

cBurney’s point. There was marked muscle spasm, whether involuntary or voluntary it was difficult 
to say. Rectal examination was negative. X-ray of the abdomen (Fig. A reversed) showed a tiny 
opacity 2 mm. in diameter in the region of the lower right ureter. Intravenous urography was per- 


formed immediately. 


There was fair excretion of dye by the left kidney and dye present in the 


bladder in twenty minutes but no evidence of excretion of dye by the right kidney. A diagnosis of 


ureterolithiasis, right, was made and the scheduled 
patient was symptom-free, the urine showed 40 red 


tenderness was present. 
was functioning normally except for 
filling of its ureter. Although no 
passed a stone. 


ever, to suggest a possible explanation which, al- 
though difficult to prove, seems plausible to me. A 
gross example is seen in cases of vesico-ureteral re- 
flux of urine. This condition is commonly seen in 
cases of incompetence of the uretero-vesical valve 
secondary to chronic renal infection or bladder 
neck obstruction. Retrograde injection of dye into 
the bladder in such instances will fill the ureters and 
pelves of the kidneys. The same reflux occurs dur- 
ing micturition and produces pain radiating up- 
ward along the course of the ureters to the kidney 
regions because of transmission of elevated intra- 
vesical pressure to the upper urinary tract. It 
seems quite possible that a similar mechanism 
might come into play in certain instances of par- 
tial, compensated obstruction to the lower ureter. 
As a descending, effective peristaltic contraction is 
dissipated into the dilated uncompensated segment 
of ureter immediately above the obstruction, there 
must be a phase during which the lumen of the 
relaxing segment of ureter following the wave of 
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yg cancelled. The following day, the 
cells per high power field, and only slight renal 


epeat plain x-ray and intravenous urography showed that the right kidney 
evidence of slight obstruction, as shown by absence of segmental 
calculus was recovered, we felt confident that the patient had 


ment. Under such conditions, pain might well 
radiate upward. 

The differential diagnosis between acute appen- 
dicitis and acute obstruction of the lower right 
ureter is often difficult and, at times, impossible. 
I have seen at least one patient from whom an 
acutely infected appendix was removed who, four 
hours after operation, passed a calculus from the 
lower right ureter. Nevertheless, urologic investi- 
gation may aid considerably in arriving at a correct 
diagnosis. The presence of microscopic hematuria 
is by no means infallible in differentiating between 
the two conditions. Occasionally urinalysis shows 
no blood even in the presence of an obstructing 
ureteral stone. In a recent review of 500 cases 
of acute appendicitis seen at Duke Hospital, Gard- 
ner found microscopic hematuria present in 5.8 
per cent of the cases. The presence of peritoneal 
irritation, as demonstrated by true involuntary 
muscle spasm and rebound tenderness, is commonly 
seen in acute appendicitis whereas it is a very rare 
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fnding in cases of ureteral obstruction. When 
present in such cases, it is due to peri-ureteritis with 
secondary peritoneal involvement, due usually to 
severe infection or trauma from instrumentation. 
Costo-vertebral angle tenderness is not seen in 
acute appendicitis unless the appendix is retrocecal 
and lies in close proximity to the ureter, causing 
partial obstruction by inflammatory changes. On 
the contrary, it is almost invariably present in 
cases of acute lower ureteral obstruction. The 
presence of nausea and vomiting is seen typically 
in both conditions, and the white blood cell count 
may be of little value in differentiation. I wish to 
point out the great value of x-ray and immediate 
intravenous urograms in the differential diagnosis 
between the two conditions. It is true that an oc- 
casional calculus in the ureter cannot be dem- 
onstrated by x-ray. In the vast majority of in- 
stances, however, calculi of pinhead size or larger 
can be visualized in a properly exposed plate. The 
best intravenous urograms are obtained only after 
proper preparation of the patient by restriction of 
fluid and cleansing of the bowel by cartharsis and 
enemata. Nevertheless, a great deal of information 
may be gained from this procedure when performed 
with no preparation whatsoever. If performed as 
an emergency, it adds no more than fifteen to 
thirty minutes to the patient’s preoperative inves- 
tigation and may be carried out simultaneously with 
other essential studies. The coexistance of evidence 
of ureteral obstruction on intravenous urography 
and the presence of an opacity however small, in 
the direct line of the ureter, is strong evidence in 
favor of a diagnosis of ureterolithiasis (Fig. 9). 


Although atypical types of lower abdominal 
pain may arise from lesions in the bladder, poste- 
rior urethra, and trigone of both male and female, 
as well as from the prostate, seminal vesicles, and 
vasa in the male, these disorders will not be dis- 
cussed at the present time. Howeyer, I do wish to 
discuss briefly that poorly understood condition, 
ureteralgia. The existance of such an entity is 
denied by some excellent urologists. By others, it 
is variously termed “ureteral stricture, spastic ure- 
teritis, ureteral spasm, irritable ureter,” et cetera. 
This condition is seen most frequently in the tense, 
often psychoneurotic female. Occasionally it is 
seen in the male. The absence of objective path- 
ological findings is conspicuous. Such individuals 
complain of pain usually in one lower abdominai 
quadrant, colicky or dull aching in nature, ac- 
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centuated usually just before the onset of menstru- 


ation in the female. The pain is rarely experienced 
in the costo-vertebral region, but occasionally is 
felt in the sacro-iliac area. It is unaltered by pos- 





Fig. 10. No. A 5236 had advanced carcinoma of the cervix. 
There had been no symptoms at all referable to the bladder nor 
had there been any pain in the abdomen or flank. Urologic in- 
vestigation was Pre OF out because of the discovery of a mass in the 
right upper abdomen which was proven to be kidney. Retrograde 
pyelograms demonstrated advanced hydronephrosis and __hydro- 
ureter on the right side, with moderate obstruction of the left 
kidney and ureter secondary to cervical carcinoma. 


ture, diet, or evacuation of the bowel but occa- 
sionally somewhat improved by emptying the blad- 
der. Bladder symptoms are usually absent. Phys- 
ical activity and particularly emotional upset are 
apt to aggravate the pain. On urological study, 
the urine is negative. Intravenous and retrograde 
pyelograms are perfectly normal in both the supine 
and upright positions. Retrograde pyelography, 
however, with over distention of the kidney pelvis 
and ureter, reduplicates the patient’s pain exactly. 
Instrumental dilatation of the ureter often im- 
proves or completely relieves the pain for periods 
varying from a few days to years. The diagnosis 
of ureteralgia is made with reluctance and then 
only after a therapeutic trial of ureteral dilatations. 
It is our policy to explain to these patients that the 
reduplication of their pain by retrograde filling 
of the kidney pelvis and ureter may mean that these 
organs are the source of their discomfort. On the 
other hand, the discomfort may be arising in closely 
related structures. They are advised to submit to 
one or two instrumental dilatations of the ureter 
to see if improvement of their symptoms will oc- 
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cur. The mechanism of such pain is obscure. It 
is my belief that it is due to minimal ureteral ob- 
struction, whether by spasm, a large calibered 
stricture, or by peri-ureteral pathology, I do not 
known. Nevertheless, I am convinced that such a 
syndrome exists. 

In closing, I wish to point out that the severity 
of ureteral pain is by no means indicative of the 
seriousness of the causative condition. Many serious 
urologic diseases cause partial or complete ureteral 
obstruction with complete absence of pain. In- 
filtrating tumors of the bladder, carcinoma of the 
cervix, primary ureteral tumors, and retroperitoneal 
neoplasms characteristically obstruct the ureter 
without producing the slightest discomfort (Fig. 
10). Earlier in this paper I have pointed out the 
fact that ureteral pain is due to relatively abrupt 
obstruction. With the slowly progressive en- 
croachment on the lumen of the ureter by infiltrat- 
ing tumors, the patient usually experiences little if 
any pain. In instances where complete ureteral 
obstruction occurs from occlusion of the ureter 
by a calculus, pain may be transient and after a 
few days disappear altogether, misleading the at- 
tending physician into believing that the calculus 
has been passed. Such relief from pain is actually 
due to cessation of peristalsis because of decom- 
pensation of the musculature of the ureter and 
kidney pelvis. In the chronically infected and di- 
lated ureter, sensation is notoriously diminished. 
Ockerblad, in his clinical experiments, found that 
electric stimulation of such ureters produced no 
painful sensation whatsoever. Clinically, patients 
may pass calculi from a chronically infected kidney 
pelvis without discomfort. It is fully apparent, 
therefore, that the degree of pain secondary to 
pathology in the upper urinary tract by no means 
parallels the seriousness of the underlying condition. 
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Present Status of the 
Treatment of Peptic Ulcer 


By Waltman Walters, M.D., Bradley C. Brownson, 
M.D., and Spencer K. Phillips, M.D. 


Rochester, Minnesota 


N PAPERS**?1 which one 

of us (W. W.) presented 
last year, the historical data, 
the anatomic studies of the 
vagi in 111 postmortem exam- 
inations and the results of 
vagotomy in the treatment of 
peptic ulcer in eighty-three 
cases in which operation had 
been performed at the Mayo 
Clinic up to January 15, 
1947, were considered. The present series of 
177 cases includes the eighty-three cases previously 
considered and an additional ninety-four in which 
operation was performed from January 15, 1947, 
through December 31, 1947. 


In the 1947 papers the reasons for the opinion 
that the best approach to the vagus at the lower 
end of the esophagus was through an abdominal 
incision in most cases were explained. Among 
these reasons was that this approach allows explo- 
ration of the abdomen. Since then this opinion has 
been strengthened by observation in five cases in 
which the preoperative diagnosis of peptic ulcer 
was based on the clinical histories and _roent- 
genologic findings. The presence of a peptic ulcer 
was not substantiated at operation, and hence, of 
course, vagotomy was not performed. If the trans- 
thoracic route had been employed, the error of 
diagnosis would not have been detected and the 
results of vagotomy would have been improperly 
interpreted. Moreover, in ten cases in our series, 
associated abdominal lesions, such as cholelithiasis, 
Meckel’s diverticulum or inflammation of the ap- 
pendix, required removal in addition to the va- 
gotomy for the peptic ulcer. These lesions would 
have been overlooked, and their removal would 
have been exceedingly difficult through a trans- 
thoracic transdiaphragmatic approach. 

In five of the seventy-seven cases in which one 
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of us (W. W.) performed the operation (Series 1) 
recurrent ulceration has developed. In four of 
these five cases the results of insulin tests were 
negative. In the 1947 papers the recurrence of 
a large perforating gastric ulcer after transthoracic 
vagotomy and excision of the gastric ulcer was 
reported in a case in which insulin tests gave re- 
peatedly negative results. Partial gastrectomy was 
later necessary to relieve the patient’s symptoms. 
Recently a recurrent ulcer has been removed in 
a similar case in Series 1. Results of insulin tests 
were persistently negative in this case also. Re- 
curring ulceration has been proved at operation 
in one of the cases and by roentgenologic demon- 
stration of ulcer craters in two, making the total 
of five (6.5 per cent of the seventy-seven cases 
in Series 1). In addition, recurring symptoms of 
ulcer have developed in nine cases (11.7 per cent) 
in which one could not help considering the pos- 
sibility of recurrence of the ulcer. In seven of 
these cases the result of the insulin test was nega- 
tive, in one case it was positive, and in the remain- 
ing case the test was not done. This makes a 
total of 18.2 per cent of the seventy-seven patients 
who have had recurring symptoms of ulcer. 


Scope of This Paper 


In this study an attempt has been made to eval- 
uate the results of the series of 177 patients all of 
whom underwent operation at the Mayo Clinic, 
seventy-seven by one of us (W. W.; Series 1) 
and 100 by several colleagues interested in gastro- 
intestinal surgery (Series 2). A follow-up study 
of these cases has been done by Neibling and one 
of us (B. C. B.) with the co-operation of the Divi- 
sion of Biometry and Medical Statistics. 

As previously stated, nineteen of the seventy-sev- 
en patients of Series 1 returned for re-examination, 
and follow-up letters have been received from all 
but twenty-five of the 177 patients of Series 1 and 
2. All the patients underwent operation for chronic 
peptic ulceration. The patients who underwent 
vagotomy for duodenal ulcer were selected from 
the group of 14 per cent of the patients with duo- 
denal ulcer for whom operation rather than medical 
treatment was recommended, either because medi- 
cal treatment had failed or because such complica- 
tions as perforation, obstruction or bleeding were 
present. One hundred and nine of the 177 pa- 
tients had duodenal ulcers, ten had gastric ulcers, 
four had both gastric and duodenal ulcers, twenty- 
four had anastomotic ulcers after gastroenteros- 
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tomy and thirty had anastomotic ulcers after par- 
tial gastrectomy. 

Transthoracic vagotomy was done in twenty- 
eight cases: in five for duodenal ulcer, in twenty- 
two for gastrojejunal ulcer and in one case for 
gastric ulcer. With the exception of this last case 
all of these transthoracic procedures were done by 
our colleagues. 


Postoperative Course 


The postoperative course in the majority of 
cases was not attended by any serious difficulty. 
The indwelling nasal gastric suction tube was al- 
ways left in place from three to four days, and in 
recent months from four to five days. The most 
common difficulty encountered postoperatively was 
the presence of gastric retention. The most fre- 
quent disturbances were those due to decrease of 
motility of the stomach and upper part of the in- 
testine. These symptoms were troublesome in the 
early postoperative period, during the first two 
weeks after operation, in ten of the seventy-seven 
cases in Series 1 and in nine of the 100 cases in 
Series 2. Disturbances of motility persisted from 
three and a half to eighteen months and caused 
symptoms which were disabling in six (7.8 per 
cent) of the seventy-seven cases in Series 1 and 
in eight (8 per cent) of the 100 cases in Series 2. 

There were five hospital deaths in the series of 
177 cases (2.8 per cent). One occurred an hour 
after operation from coronary sclerosis; one, four 
days after operation from either pulmonary or 
cerebral embolus; one, fourteen days after opera- 
tion from an unsuspected subdiaphragmatic abscess 
following vagotomy and gastroenterostomy for duo- 
denal ulcer, and two deaths from renal insuffi- 
ciency. In one case in which death was due to 
renal insufficiency, vagotomy had been done for 
duodenal ulcer and cholecystectomy for chole- 
lithiasis. The patient withdrew his gastric suction 
tube on the fifth day after operation. Twelve hours 
later he was found in a shocklike condition and on 
reinsertion of the stomach tube 1,600 c.c. of fluid 
were withdrawn. In the next twelve hours an addi- 
tional 3,100 c.c. were withdrawn. This severe gas- 
tric retention persisted in spite of adequate replace- 
ment of the fluids lost. Anuria and uremia devel- 
oped, and the patient died fifteen days after oper- 
ation. In the second case of death from uremia, 
volvulus developed with perforation of the jejunum 
and peritonitis fourteen days after a second resec- 
tion of the stomach for gastrojejunal ulcer. The 
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perforation was closed. Although the patient re- 
covered from the peritonitis, he died from uremia 
fourteen days later. The value for blood urea 
before death was 342 mg. per 100 c.c. 


An additional patient had had ileus five days 
after vagotomy and gastroenterostomy. At oper- 
ation no mechanical obstruction was found. He 
recovered and returned home. However, volvulus 
of the terminal portion of the ileum with gangrene 
developed eleven months later and he died. 


Evaluation of Results 


In calculation of the results, those cases were ex- 
cluded in which no statement was made of the re- 
sults obtained, as well as those in which no replies 
were received to the questionnaires and those in 
which death occurred in the hospital. 


The results are arbitrarily divided into three 
categories: excellent, unsatisfactory and poor. The 
results were classified as excellent when there was 
relief of the pain and distress due to ulcer and 
when there were no symptoms of disturbance of 
motility. The results were considered unsatisfac- 
tory when the pain and distress persisted or re- 
curred, or when there were troublesome symptoms 
of disturbances of motility, such as fullness, fre- 
quent belching of foul gas, diarrhea or nausea and 
vomiting. The results were considered poor in 
those cases in which there was recurrence of symp- 
toms of ulcer and an ulcer crater was reported on 
roentgenologic examination or an ulcer was found 
at reoperation. 


Vagotomy without Other Surgical Procedures on 
the Stomach and Duodenum.—It is in this group 
of cases, we believe, that the results of vagotomy 
can best be evaluated. 


In seventy-four of the 177 cases in the total 
series vagotomy was performed without other sur- 
gical procedures on the stomach. In twenty-nine 
cases it was carried out for duodenal ulcer, in 
thirty-nine for jejunal ulcer and in six for gastric 
ulcer. In this group of seventy-four cases there 
were three hospital deaths and in two instances the 
result was unknown. In 80 per cent of the re- 
maining sixty-nine cases the results were excellent, 
and in 19 per cent they were unsatisfactory. 
There was one poor result, recurrence of a bleeding 
jejunal ulcer. It is necessary, however, to divide 
these cases on the basis of the location of the lesion, 
for it is obvious that vagotomy for a duodenal ulcer 
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in which the entire secreting surface of the stom. 
ach remains, and in which atony of the stomach 
will develop, will have a different effect from 
vagotomy in other cases in which part of the stom. 
ach is removed or gastroenterostomy is performed, 


In twenty-nine cases of duodenal ulcer (in the 
177 cases) vagotomy was done without other sur- 
gical procedures. There were three deaths. For 65 
per cent of the twenty-six patients who lived results 
were excellent and for 35 per cent they were 
unsatisfactory. All nine patients who had unsat- 
isfactory results had troublesome disturbances of 
motility consisting of belching of foul-smelling gas, 
abdominal discomfort or diarrhea for an average of 
eight months. One patient required gastroenter- 
ostomy for relief of persistent gastric retention seven 
weeks after the transthoracic vagotomy. In eight- 
een of the seventy-seven cases of Series 1, vagotomy 
alone was performed for duodenal ulcer. There 
were two deaths. Excellent results were obtained 
in nine cases (56 per cent of the patients who 
lived) and unsatisfactory results in seven (44 per 
cent). These seven patients had both ulcer dis- 
tress and troublesome disturbances of motility con- 
sisting of abdominal discomfort and belching of 
foul-smelling gas for periods of from four to fifteen 
months. _ 


In the six cases in the whole series of 177 cases 
in which vagotomy alone was performed for gas- 
tric ulcer, results were excellent. 


In two of the thirty-nine cases of gastrojejunal 
ulcer in which vagotomy alone was performed the 
results were unknown. In the remaining thirty- 
seven cases the results were as follows: in thirty- 
two cases (86 per cent) excellent, in five (14 per 
cent) unsatisfactory. In twenty-two of the thirty- 
nine cases of anastomotic ulcer vagotomy was done 
transthoracically. The results were unknown in 
two cases, but in sixteen (80 per cent) of the re- 
maining twenty cases excellent results occurred and 
in four (20 per cent) persistent symptoms of ulcer 
or troublesome disturbances of motility continued 
and one patient has a recurring bleeding jejunal 
ulcer. In sixteen (94 per cent) of the seventeen 
cases in which vagotomy was done transabdominal- 
ly, results were excellent but there was persistence 
of ulcer distress in one case. 


Having given the results of vagotomy alone, for 
all types of lesions; we shall now consider primarily 
the condition and describe the results of vagotomy 
with or without other procedure. In order to make 
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our points it will be necessary occasionally to refer 
to certain data already presented. 


Gastrojejunal Ulcer After Gastroenterostomy.— 
In fourteen of the thirty-nine cases (entire series) 
of gastrojejunal ulcer for which vagotomy only 
was done the ulcers had followed gastroenteros- 
tomy. The results were unknown in two, but in 
ten (83 per cent) of the remaining twelve cases 
excellent results were obtained; results in the other 
two cases were unsatisfactory because of persistent 
ulcer pain in one case, and in the other because 
of persistent ulcer pain and symptoms of disturbed 
motility. 

To this group of cases in which gastrojejunal 
ulcer followed gastroenterostomy and vagotomy 
alone was performed should be added ten cases. 
In four the gastroenteric anastomosis was discon- 
nected, the gastrojejunal ulcers were removed, in- 
testinal continuity was restored, and vagotomy was 
performed. Results were excellent in two cases 
in which results of insulin tests were negative and 
unsatisfactory in one owing to symptoms of dis- 
turbed motility. The results of the insulin test 
were positive in this case. In the fourth case a 
crater of a duodenal ulcer was demonstrated in the 
roentgenogram although the result of the insulin 
test was negative. In three other cases, pyloroplasty 
was done in addition to the procedures just de- 
scribed. In two of these three cases (67 per cent) 
results were excellent; the results of the insulin 
test were negative in one and the test was not done 
in the other. In the third case the old duodenal 
ulcer with a crater recurred. The results of the 
insulin test were positive in this case. In other 
words, in two of seven cases in which the jejunal 
ulcer and the gastroenteric anastomosis were re- 
moved together with re-establishment of normal 
gastrointestinal continuity and vagotomy, ulceration 
in the duodenum occurred after the operation. 
The percentage of recurrence in these cases is only 
slightly lower than it is in similar cases in which 
similar procedures were employed without vagot- 
omy. 

Among the cases in which gastrojejunal ulcer 
followed gastroenterostomy are four in which 
gastrojejunocolic fistulas were present. One of the 
patients was treated by vagotomy, excision of the 
gastrojejunal ulcer and disconnection of the gas- 
troenteric anastomosis. The fistula also was ex- 
cised. and the openings in the colon, jejunum and 
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stomach were closed. An excellent result was ob- 
tained during the following seven months and the 
patient gained 30 pounds (about 13.6 kg.). A 
negative result of the insulin test was obtained. In 
the other three cases the same procedures were 
done but a new gastroenteric anastomosis was 
made. All three patients recovered from their 
operations. One had an excellent result more 
than twelve months after operation. One died 
from coronary occlusion three months after opera- 
tion but did not have any gastrointestinal symp- 
toms. The third has not been heard from since dis- 
missal. The insulin test was not done in any 
of these cases. 


It is well to contrast these results in the treat- 
ment of gastrojejunal ulcer after gastroenterostomy 
in which vagotomy alone or in combination was 
done with those in which partial gastrectomy only 
was done. Priestley and Gibson have recently re- 
ported a study of 283 cases of gastrojejunal ulcer 
seen at the clinic from 1937 through 1942. Partial 
gastrectomy of the posterior Polya type was em- 
ployed in 169 with a mortality rate of 2.9 per cent. 
In the series of cases in which the gastrojejunal 
ulcer was excised and partial gastrectomy of the 
posterior Polya type was performed, the results 
from five to ten years after operation in an un- 
selected group of 103 patients were satisfactory in 
87.4 per cent and unsatisfactory in only 12.6 per 
cent. These results practically parallel the shorter 
term results of vagotomy. 


Gastrojejunal Ulcer After Partial Gastrectomy. 
—The best results after vagotomy have occurred 
in a group of cases in which gastrojejunal ulcers 
had developed after partial gastrectomy. This 
group of patients has always been an exceedingly 
difficult one to handle, since the ulcer practically 
never heals under a medical regimen and the mor- 
tality rate after a second resection as reported by 
Priestley and Gibson was 11 per cent in a small 
series of eighteen such cases. It is interesting to 
note that slightly more than half of the eighteen 
patients obtained satisfactory results from a sec- 
ond resection of the stomach and removal of the 
gastrojejunal ulcer. It is in this group of cases that 
removal of a section of both nerves has been a 
great contribution to surgery. 


In thirty cases vagotomy was performed for 
gastrojejunal ulcer after partial gastrectomy. 
There was one hospital death. This death occurred 
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in a case in which resection of the stomach with 
When 
the patient was about ready to return home, vol- 


vagotomy was performed on our service. 


vulus developed with perforation and peritonitis. 
The volvulus was corrected and the perforation 
was Closed. Although the patient recovered from 
the peritonitis, renal insufficiency followed and the 
patient died from uremia twenty-eight days after 
the second operation. 

In twenty-five of the remaining twenty-nine cases 
of gastrojejunal ulcer after gastrectomy, vagotomy 
only was done. In twenty-two (88 per cent) re- 
sults were excellent and in three (12 per cent) 
there was some troublesome disturbance of motility. 
In one case excision of the ulcer, with plastic re- 
construction of gastrojejunostomy was performed in 
addition to vagotomy with an excellent clinical re- 
sult. In another case vagotomy, excision of the 
ulcer and removal of the gastrojejunostomy were 
done, with gastrointestinal continuity restored by a 
gastroduodenal anastomosis. This man had recur- 
rence of ulcer distress. In two cases in which va- 
gotomy and a second resection were performed, the 
results were excellent. 

On August 24 one of us (W. W.) was asked 
to see a patient in whom a recurring ulcer with 
pain and bleeding developed after a Polya resec- 
tion. Three months after transthoracic vagotomy 
a craterous jejunal ulcer with hemorrhage but 
without pain has appeared on roentgenologic exam- 
ination. The patient has had one positive and 
one negative result of an insulin test within a 
week of each other. 


Duodenal Ulcer—Vagotomy and Gastroenteros- 
tomy.—Gastroenterostomy in the treatment of 
chronic duodenal ulcer has been performed in 
numerous cases at the clinic during the past forty- 
two years.* In 1946 partial gastrectomy was 
performed in 68 per cent of the cases of duodenal 
ulcer in which operation was performed, gastro- 
enterostomy in 19 per cent and vagotomy in 10 
per cent. In 1947 gastroenterostomy was per- 
formed in approximately 12 per cent, vagotomy in 
15 per cent. This increase in the frequency of 
vagotomy was at the expense of partial gastrectomy, 
which in 1947 was employed in 62 per cent of 
the surgical cases of duodenal ulcer, and of gastro- 
enterostomy. 

*In a paper presented at the meeting of the American Surgical 
Association in May, 1908, W. J. Mayo reported on 282 operations 
for ulcer of the duodenum. He had sporenuey given a review of 


500 cases of gastroenterostomy including pyloroplasty, gastroduo- 
denostomy and gastrojejunostomy.* 
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In other words, gastroenterostomy has always 
been used in certain cases at the clinic in th: treat. 
ment of chronic duodenal ulcer with satisfactory 
results, for as Balfour reported on many occasions, 
the incidence of recurring ulcer has not been more 
than 4.1 per cent in a large series of cases of 
duodenal ulcer in which gastroenterostomy has 
been carried out at the clinic. Follow-up studies 
have indicated that functional results of the opera- 
tion have been excellent. 


It is difficult, therefore, to evaluate the bene. 
fits of vagotomy in cases in which simultaneous 
gastroenterostomy and vagotomy were performed. 
However, this combined procedure was used in 
sixty-nine cases of duodenal ulcer. There was one 
death and in one case the result is unknown. Of 
the other sixty-seven patients, fifty-nine (88 per 
cent) had excellent results, whereas eight had per- 
sistent troublesome disturbance of motility, a 
complication which practically never occurs after 
a properly performed gastroenterostomy without 
vagotomy. A gastrojejunal ulcer developed in one 
of the eight cases.+ The patient had disturbances 
of motility after vagotomy and anterior gastro- 
enterostomy which necessitated jeyunojejunostomy 
Although he was 
well for approximately nine months, a large gastro- 
jejunal ulcer developed and perforated to the 
Partial gastrectomy 
eleven months after vagotomy was followed by 
an excellent result. In this patient the insulin tests 


twenty-six days after operation. 


anterior abdominal wall. 


gave persistently negative results. 


In 87 per cent of the cases in which vagotomy 
and associated gastroenterostomy were carried out 
for duodenal ulcer, gastric acidity was reduced, 
whereas it was reduced in only 79 per cent of 
cases in which vagotomy only was done. In both 
groups 26 per cent of the patients had relative 
achlorhydria. 
incidence of relative achlorhydria in 73 per cent 
of cases in which partial gastrectomy of the pos- 


This contrasts unfavorably with an 


terior Polya type was performed for duodenal ulcer. 


Vagotomy, Pyloroplasty and Excision of Ulcer. 
—In ten other cases of duodenal ulcer, pyloroplas- 
ty, excision of the ulcer and vagotomy were per- 
formed. The results were excellent in eight (80 


per cent). Insulin tests gave negative results 


+One of us (W. W.) has recently seen another patient who had 
undergone vagotomy in June, 1947. Gastroenterostomy was neces- 
sary in April, 1948, because of disturbance of motility and ulcer 
ain. The patient now has a gastrojejunal ulcer and the result of 
is insulin test is negative. Both operations were performed else- 
where. 
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‘, four, positive results in one, and in three cases 
ests were not done. In two (20 per cent) of the 
fen cases troublesome fullness and diarrhea oc- 
curred. The insulin test gave a negative result 
in one case and was not done in the other. 


Gastric Ulcer. —It is our belief that the best sur- 
gical treatment of chronic gastric ulcer is partial 
gastrectomy, for it removes the lesion, which has 
at least a 20 per cent chance of being malignant. 
The hospital mortality rate after this operation in 
our experience was low, | per cent in ninety-eight 
cases in which this operation was employed at 
the clinic in 1946, and 0.8 per cent for 116 cases 
in 1947. 
chronic gastric ulcer are excellent. In fact we have 


The results of partial gastrectomy for 


never encountered a recurring ulcer after properly 
performed gastrectomy for benign gastric ulcer. 
Partial gastrectomy also accomplishes a wide re- 
moval of the stomach beyond the lesion if it is 
malignant. We felt it advisable, however, to try 
to determine the effect of vagotomy in certain 
cases of chronic gastric ulcer in which the operation 
seemed suitable, providing that we removed the 
gastric ulcer or determined that it was not ma- 
lignant. Accordingly, vagotomy was performed in 
ten cases of chronic gastric ulcer; nine of the 
ten operations were done by the senior author. 
In three of the nine cases the ulcer was excised 
because of its large size and appearance; in six 
the ulcer was small and was not removed. In these 
six cases excellent results were obtained. In two 
of the three cases in which a large perforating 
benign gastric ulcer was excised and vagotomy was 
performed, large recurring ulcers developed. In 
both cases the insulin test gave persistently negative 
results. In one of these cases the recurring benign 
gastric ulcer with a crater approximately 3.5 cm. 
in diameter was removed later in the course of 
subtotal gastrectomy. It was located on the pos- 
terior gastric wall opposite the cardia and all of the 
stomach except the fundus was removed. Grossly 
the lesion looked malignant but multiple blocks 
from the ulcer when examined microscopically 
showed it to be benign. The other case of chronic 
recurring gastric ulcer, necessitating partial gastrec- 
tomy, has been reported previously.**"* The third 
patient has had a return of his ulcer distress, and 
there was a question of recurrence of gastric ulcer. 
He likewise has had a persistently negative result 
of the insulin test. 
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Hollander Insulin Test as Index of Completeness 
of Vagotomy 


If it is assumed that the Hollander insulin test 
is an indication of the completeness with which 
resection of the vagus nerves has been done, the 
relationship of this test to the results that occurred 
in this group of cases must be determined. 


Miller and Olwin, in reporting on 101 cases, in- 
dicated that results of vagotomy were as good in 
the cases in which the results of insulin tests were 
positive as in those in which they were negative. 
This has been our experience also. Insulin tests 
were made in sixty-two of our seventy-seven cases 
(Series 1). They gave negative results in 74 per 
cent of these cases. In thirty-three (72 per cent) 
of forty-six cases in which the results of the in- 
sulin tests were negative, results of vagotomy were 
excellent, whereas in twelve (75 per cent) of six- 
teen cases in which the results of insulin tests were 
positive, the results of vagotomy were excellent. 


In thirty-two (73 per cent) of the forty-four 
cases in which the results of insulin tests were nega- 
tive and determinations of acidity were made, 
acidity was reduced, and in twelve (86 per cent) 
of the fourteen cases in which results of the insulin 
tests were positive and determinations of acidity 
were made, acidity had decreased. Moreover, the 
disturbances of motility after operation occurred in 
28 per cent of the negative group and in 25 per 
cent of the positive group. Lastly, four of the pa- 
tients who had proved recurrence of ulceration, 
and seven of the nine who are suspected of having 
persistent or recurrent ulceration, gave negative 
results to insulin tests. It seems to us, therefore, 
that the Hollander insulin test does not indicate 
the completeness of the vagotomy or, if it does, that 
a complete vagotomy may not be necessary to ac- 
complish the desired beneficial results from the 
operation; or that the benefits of vagotomy com- 
bined with gastroenterestomy or partial gastrec- 
tomy are due to these latter procedures and not 
to the vagotomy. 


Comment and Summary 


The results of follow-up studies in 177 cases in 
which vagotomy was performed alone or in com- 
bination with other operations on the stomach or 
duodenum are reported. In seventy-seven of these 
cases (Series 1) the operation was performed by 
the senior author and in the other 100 (Series 2). 
by his surgical colleagues at the Mayo Clinic who 
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are interested in the surgical treatment of gastro- 
intestinal lesions. 


The operation seems clearly indicated in cases 
of recurring ulceration after partial gastrectomy. 
It has given excellent results which compare favor- 
ably during a two-year period of observation with 
the five-year and ten-year results after partial gas- 
trectomy for gastrojejunal ulceration following 
gastroenterostomy. The results of vagotomy for 
duodenal ulcer when the operation is combined 
with gastroenterostomy seem little better than when 
gastroenterostomy is performed alone. The same 
may apply to cases in which pyloroplasty with re- 
moval of the duodenal ulcer is accompanied by 
vagotomy. 


In a series of cases of gastrojejunal ulcer recently 
reported by Priestley and Gibson, the average in- 
terval between operation and the development of 
gastrojejunal ulcer was about three and a half 
years. It is obvious, therefore, that a longer interval 
must elapse than has elapsed in our series of cases 
in which vagotomy and gastroenterostomy have 
been performed before it can be determined 
whether or not vagotomy added to gastroenteros- 
tomy is followed by better results and a lower in- 
cidence of recurring ulceration than is gastro- 
enterostomy alone. 


It has seemed to us that the best way to deter- 
mine the results of vagotomy in the treatment of 
duodenal ulcer, therefore, is to study that group of 
cases in which vagotomy alone was performed with- 
out other operations on the stomach which would 
tend to promote gastric emptying, decrease the 
amount of gastric secretion and reduce the acidity 
of the stomach either by the reflux of alkaline 
duodenal and biliary secretions through the gas- 
troenteric stoma or by removal of part of the 
secreting surface of the stomach as in partial gas- 
trectomy. In the sixteen cases of the seventy-seven 
cases of Series 1 in which vagotomy was done with- 
out other surgical procedure in the treatment of 
duodenal ulcer and the patients survived operation, 
nine (56 per cent) excellent results and seven (44 
per cent) unsatisfactory results were obtained. All 
the patients with unsatisfactory results in both 
series had both ulcer distress and troublesome dis- 
turbances of motility consisting of abdominal dis- 
comfort, belching of foul-smelling gas and diar- 
rhea for periods of from four to fifteen months. 
Moreover, in comparing either of the procedures 
with partial gastrectomy for duodenal ulcer it is 
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interesting to note that in 296 cases in which 
partial gastrectomy was performed at the clinic jp 
1946 for duodenal ulcer there was a mortality rate 
of only two per cent. In 1947 it was 0.7 per cent 
for 275 cases,** and the long-term results in many 
large series of such cases reported by numerous 
observers have been excellent in from 80 to 85 
per cent of cases, good in 10 per cent and poor 
with recurring ulcer in only 2 per cent. 


In the treatment of chronic gastric ulcer it is our 
opinion that partial gastrectomy with removal of 
the ulcer is the best surgical procedure to employ 
because of the 20 per cent chance of the lesion 
being malignant and because of the excellent results 
and absence of recurrence of ulceration that fol- 
low this operation. In ninety-eight cases in which 
partial gastrectomy was performed at the clinic in 
1946 for gastric ulcer the hospital mortality rate 
was | per cent. In 1947 there were 116 resections 
with a mortality rate of 0.8 per cent. 


In spite of this we determined to try the effects 
of vagotomy in a few suitable cases of gastric ulcer. 
In six of the cases in which the ulcer was small the 
results were excellent. In two other cases large re- 
curring perforating gastric ulcers developed which 
In both cases 
results of insulin tests were negative. Both lesions 


necessitated subtotal gastrectomy. 


were reported to be benign after detailed pathologic 
examination. In a third case symptoms indicate 
recurrence. 

In the series of 177 cases in which vagotomy was 
done with or without other gastric operations late 
results were considered excellent in 79 per cent of 
the cases. There were five hospital deaths or a 
mortality rate of 2.8 per cent. Disturbances of 
motility occurred in the immediate postoperative 
period in nineteen cases and in fourteen persisted 
for three and a half to eighteen months. However, 
in the seventy-seven patients of Series 1, who have 
been personally and individually studied, five pa- 
tients (6.5 per cent) had proved recurring ulcers 
and in addition nine (11.7 per cent) had recurrence 
of the symptoms of ulcer and one could not help 
considering the possibility of recurrence of the ul- 
cer. The total of these showed an incidence of 
18.2 per cent of patients who had had a persistence 
or recurrence of their ulcer symptoms. In eleven 





**There were twenty-three additional cases with associated 
gastric and duodenal filcers in which partial gastrectomy was Pel 
formed with one hospital death, eleven cases of acute perforating 
duodenal ulcer, seven cases of an additional operation such as 
cholecystectomy with partial gastrectomy and five cases o! active 
duodenal and gastrojejunal ulcers, making a total of 321 cases ° 
partial gastrectomy with four deaths, a mortality rate of 1.2 per cent. 
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of these fourteen cases in which insulin tests were 
made aiter operation results were negative. 

Attention also should be directed to a group of 
seven cases of gastrojejunal ulcer after gastroen- 
terostomy in which the gastroenteric anastomosis 
and the gastrojejunal ulcers were removed, con- 
tinuity of the gastrointestinal tract was restored and 
vagotomy was performed. Two of the patients 
later had abdominal pain, loss of appetite and 
weight, and craters of duodenal ulcers were seen 
on roentgenologic examinations months later. This 
incidence of recurrence is only slightly lower than 
itis when the same procedures are employed with- 
out vagotomy. 

Hollander insulin tests were made in sixty-two 
of the seventy-seven cases of Series 1. They were 
negative in 74 per cent of these cases. Relief of pain 
of ulcer, reduction of gastric acidity, dilatation of 
the stomach and persisting postoperative distur- 
bance of motility were about the same in cases in 
which results of the insulin test were negative as 
in those in which they were positive. However, 
the patients who had proved or suspected recur- 
rence of ulcer were practically all in the insulin- 
negative group! It would seem that the Hollander 
insulin test does not always indicate the complete- 
ness of vagotomy, or that complete vagotomy is not 
necessary in every case to accomplish relief of pain 
and other desirable results. 
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Vagotomy for Peptic Ulcer 


By John E. Summers, M.D. 
Norwalk, Connecticut 


ITH THE INCREASING incidence of 
peptic ulcer®**? and the relatively poor 
methods of treatment for it available at the present 
time, many physicians are now investigating a new 
method of treatment for peptic ulcer, i.e., vagus 
nerve resection. Few new operative procedures 
have been seized upon with such widespread enthu- 
siasm as has vagotomy for the treatment of peptic 
ulcer. 


Historical 


Vagus nerve section, usually partial, has been 
performed sporadically for many years for a variety 
of abdominal conditions. 72:19 11519,34,42,43,45,48, 49,62, 63, 
76,78,89,92 Complete section of both vagus nerves 
for peptic ulcer has been popularized in this 
country by Dragstedt and associates.14:15:16:17,18,28 
Following Dragstedt’s initiative, vagus nerve re- 
section for peptic ulcer was rapidly taken up by 


many outstanding surgeons.*:1!:21:22,39,52,53,54,55,58, 
58,71,74,82,84,85,86,90 


Present Methods of Treatment of Peptic Ulcer 


Whereas the proper medical management of 
the patient will usually allow the ulcer to heal,*® 
a surprisingly large percentage of patients will 
eventually require operation for intractability, 
hemorrhage, perforation or obstruction.?" 


As for the operative procedures employed to 
deal with peptic ulcer, gastroenterostomy is fol- 
lowed, in a prohibitive number of cases, by the 
development of a jejunal or marginal ulcer.*7%5%® 
The best surgical procedure so far developed is 
subtotal or partial gastrectomy, whereby most of 
the acid-bearing area of the stomach, the antral 
mucosa and the ulcer are removed. 


Subtotal gastrectomy is generally approved as 
the best method of treatment for chronic gastric 
ulcer, not only because of the low postoperative 
mortality rate and the high percentage of cures fol- 
lowing it, but also because of the predelection of 
prepyloric ulcers to undergo carcinomatous de- 
generation.”»9*:37,38,67 


Partial gastrectomy for duodenal ulcer is not an 
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entirely satisfactory procedure because of the mag- 
nitude of the operation, the mortality rate, the 
development of jejunal or stomal ulcers, nutritional 
disturbances and the frequent occurrence of the 
“dumping syndrome.”*?+*:9:28,86,38,4,147,72,81,8, 790,98 Al. 


len,* 


expressing the opinion of many surgeons, 
states: “It has always seemed probable that a more 
satisfactory and less radical method of dealing with 
duodenal ulcer than subtotal gastrectomy would 


eventually be found.” 


Anatomy of the Gastric Nerves 


As it has become evident that all of the fibers 
from both vagus nerves to the stomach must be 
interrupted if the gastric secretions are to be re- 
duced sufficiently to allow healing of the ul- 
cer,**** several extensive investigations have been 
carried out concerning the gross anatomy of the 
vagus nerves as they pass through the esophageal 
hiatus to the stomach.*?*15-51,82,83 From these dis- 
sections of cadavers and studies at necropsy it has 
been found that in 85 to 90 per cent of the cases 
the vagus nerves reform, from the esophageal 
plexus, into two trunks, a anterior (the left vagus) 
and a posterior (the right vagus), which pass 
through the esophageal hiatus, closely applied to 
the esophagus, to the stomach. In 10 to 15 per 
cent of the dissections the vagus nerves passed 
through the esophageal hiatus in a more com- 
plicated fashion, i.e., as three or more trunks. 


Physiology of Gastric Secretion 


The gastric glands, containing the chief and 
parietal cells, occur over the entire surface of the 
stomach, except the cardia and the pylorus. The 
parietal cells secrete hydrochloric acid while the 
chief cells secrete pepsin.”® 

Stimulation of the vagus nerves causes an in- 
crease in the secretion of hydrochloric acid and pep- 
sin by the glands of the stomach, while section of 
the vagi causes a decrease in these secretions.*?%? 
24,32,35,79,89,88 ‘The sympathetic division of the auto- 
nomic nervous system is antagonistic to the action 
of the parasympathetic (the vagus nerves in this 
instance). The afferent (sensory) fibers to the ab- 
dominal viscera run through the sympathetic divi- 
sion of the autonomic nervous system.®® There are 
three phases to gastric secretion: °*® 


1. The cephalic (psychic) phase. 
through the vagus nerves.) 
2. The gastric phase. (Begins when the food en- 


(Operates 
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ters the stomach; caused by “gastrin” elaborated 
by the prepyloric (antral) mucosa.) 


3. The intestinal phase. (Supervenes when the 
food enters the intestine; the intestinal mucosa 
elaborates hormones which acts on the gastric 
mucosa. ) 


Cause of Peptic Ulcer 


The diversion of the alkaline secretions of the 
duodenum (the bile and pancreatic juices) into the 
ileum (such an experimental animal is called a 
Mann-Williamson dog) permits the development of 
a peptic ulcer in the jejunum.***” The parenteral 
administration of histamine, (as histamine-beeswax 
mixtures) by causing hyperacidity in the stomach 
through the local action of the histamine on the 
gastric glands, causes peptic ulcer to develop.*** 
#1,50,64,80 Extensive burns cause duodenal ulcera- 
tion (Curling’s ulcer ).”° 

It is generally accepted, and treatment is predi- 
cated on the idea, that gastric hyperacidity is the 
cause of peptic ulcer.°7°°:7*)*7 


Vagus nerve section in the Mann-Williamson 
dog does not prevent ulcer formation.®*** Neither 
will vagotomy protect an animal against the peptic 
ulcer produced by the parenteral administration of 
histamine.’"** This experimental work does not 
preclude vagus nerve section being of value in the 
treatment of human peptic ulcer. 


Complete section of both vagus nerves eliminates 
the cephalic (psychic) phase of gastric secre- 
tion .°1914,15,16,17,18,23,24,30,35,52,61,65 All of the 
branches of the vagus nerves to the stomach must be 
sectioned to secure this effect. 


Operative Technique 


The operation of vagus nerve section for peptic 
ulcer is relatively simple.’® The abdomen is entered 
through a high left paramedian incision. The left 
triangular ligament of the liver is sectioned and the 
left lobe of the liver is retracted to the right. The 
esophageal hiatus is revealed by incising the peri- 
toneum over the esophagus below the diaghragm. 
The finger is introduced over the esophagus into 
the hiatus and in the posterior mediastinum and 
by careful finger dissection the esophagus is mobil- 
ized and pulled downward for 2 or 3 inches. With 
traction on the esophagus the vagus nerves can be 
felt as cords; by finger dissection they are separated 
from the esophagus, ligated with a nonabsorbable 
suture, divided, and a short segment of each 1s 
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excised. The importance of getting all of the 
vagus trunks as they pass through the hiatus has 
been shown. If pyloric obstruction is present, a 
gastroenterostomy must also be performed. 


Two postoperative complications occurring after 
complete vagus nerve section are delayed emptying 
of the stomach and diarrhea. The former is treat- 
ed by gastric suction for several days after the op- 
eration; the latter is self-limited, spontaneous 
recovery accompanying the readjustment of the 
motor activity of the stomach and intestines. 


Results of Vagus Nerve Section for Peptic Ulcer 


Dragstedt and associates’ state that 300 patients 
have had bilateral vagus nerve resection and, 
“The clinical results have been so satisfactory and 
the complications so transitory and inconsequential 
that this method has very largely replaced all other 
types of surgical treatment for this disease in this 
clinic.” They’® reported on 160 patients who were 
operated upon between January 18, 1943, and 
January 1, 1947: 142 patients proved, by a marked 
decrease in the total hydrochloric acid output from 
the stomach and by the insulin hypoglycemia test,* 
to have complete interruption of the vagus nerves 
to the stomach. Of the eighteen patients in which 
section of the vagus nerves was not complete, five 
have not been helped by the operation. Dragstedt 
now prefers the abdominal approach to the vagus 
nerves because about one-third of the patients op- 
erated upon require a posterior gastroenterostomy. 


Walters and associates** reported eighty-three pa- 
tients who had had vagus nerve resection for peptic 
ulcer. While Walters states, “Our studies on sec- 
tion of the vagus nerves indicate that the results 
are inconstant, variable, and, in most cases, un- 
predictable,” a careful study of the case histories,** 
considering the number of complicated cases and 
possible incomplete vagus nerve resections, indicates 
that the results appear to be favourable. 


More** reported on seventy-four patients who 
had had vagus nerve resections for peptic ulcer. 
Satisfactory results have been obtained in 90 per 
cent of the cases. More** prefers the transthoracic 
approach to the lower esophagus, as this permits 
a more thorough dissection of the vagus nerves. 
Only two postoperative gastroenterostomies have 
been required in his series. 


_. 


*Insulin is given to lower the blood sugar to 50 mg./100 c.c. 
The hypoglycemia so induced stimulates the vagal centers in the 
medul! The va nerves act on the gastric glands to increase 


| lp acidity which is determined by intermittent gastric aspira- 
ions. 
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Grimson and associates*' reported fifty-seven pa- 
tients wherein the vagus nerves had been resected 
through the thoracic approach. While he stated 
that most of the patients (forty-eight in number) 
were satisfied after the operation, and, that “with 
very few exceptions healing or quiescence of the 
ulcer occurred,” he does not recommend vagot- 
omy alone for duodenal ulcer: “At the present 
time we are employing subdiaphragmatic vagot- 
omy with pyloroplasty, exclusion or gastrojeju- 
nostomy for duodenal ulcer, reserving transthoracic 
vagotomy alone for stomal ulcer.”+ 

Thorlakson} on the basis of thirty-nine patients 
who had undergone vagotomy for peptic ulcer, 
reported very satisfactory immediate results, as did 
Miller} from observations of forty patients, and 
Griswold} from thirty-four personal cases. 

Sanders” reporting the results from vagus nerve 
resection for peptic ulcer in fifty patients, states, 
“On the whole, we have, thus far, been most 
pleased with our results of vagal resection.” 


Summary 


The problem of peptic ulcer in general, and that 
of duodenal ulcer in particular, has not been 
solved. 


Subtotal (partial) gastric resection is the best 
method of treatment for chronic gastric ulcer. 


Vagus nerve resection, by ‘interrupting the 
cephalic (psychic) phase of gastric secretion, 
diminishes the acidity of the gastric secretions. 
This is of great importance in the human where the 
psychic phase predominates. Inasmuch as hyper- 
acidity is the cause of peptic ulcer, especially of 
duodenal and stomal or jejunal ulceration, vagus 
nerve section rests upon a sound physiological basis. 


The clinical results reported from vagus nerve 
section for peptic ulcer are, for the most part, un- 
usually favorable. 


References 


. Adlersberg, D., and Hammerschlag, E.: The postgastrectomy 

syndrome. py ks 21:720-729, 1947. 

Allen, A. W.: Gastric ulcer and cancer. Surgery, 17:754, 1945. 

. Allen, A. W.: Subtotal gastrectomy for duodenal ulcer. Ann. 

Surg., 124:688-707, 1947. 

Allen, A. W., and Welch, C. E.: Gastric ulcer: the significance 

of this — and its relationship to cancer. Ann. Surg., 

114:498, 1941. 

. Allen, A. W., and Welch, C. E.: Gastric resection for duodenal 
ulcer. Ann. Surg., 115:530-543, 1942. p 

6. Alley, A.: The secretory activity of the gastric mucosa in the 

oe of the lesser curvature. Tr. Roy. Soc. Canada, 27:71, 


- wr 


ao 


7. Barron, L. E., and Curtis, G. M.: Effect of vagotomy on the 
gastric motor mechanism in man. Arch. Surg., 34:1132-1158, 
(June) 1937. 

8. Bircher, E.: Die Resektion von Aesten der Vagus zur Be- 
tIn the discussion on: — Nerve Section in Peptic Ulcer.” 

Ann. Surg., 126:699-708, 1947. 


211 











15. 


16. 


18. 


19. 


20. 


21. 


22. 


24. 


28. 


29. 


30. 


31. 


32. 


33. 
34. 
35. 


36. 
37. 


38. Lah 
39. Lah 


40. 
41. 


. Bradley, 


Surgery, 22:1-19, 


. Dragstedt, L. 


- Harper, P. 


. Hartman, F. W 





VAGOTOMY FOR PEPTIC ULCER—SUMMERS 


handlung gastrisher Affektionen. Schweiz. med. Wchnschr., 50: 
519-528, (June) 7 

. F.; Small, J. T.; Wilson, J. W., and Walters, W.: 
Anatomic considerations of gastric neurectomy. A.M.A., 
133:459-461, (Feb. 15) 1947. 
Brodie, B. C.: Experiments and observations on the influence 
of the nerves of the eighth pair on the secretions of the 
stomach. Phil. Tr., London, 104:102-106, 1814. 

Cameron, D. A.: Vagotomy for peptic ulcer. Am. J. M. Sc., 
214: 202-214, 1947. 


. Chamberlin, J. A., and Winship, T.: Anatomic variations of 


the vagus nerves—their significance in vagus neurectomy. 
Code, C. F., and Varco, R. L.: Chronic histamine action. 
Proc. Soc. Exper. Biol. & Med., 44:475-477, 1940. 

: Section of the vagus nerves to the stomach 


in the treatment of gastro-duodenal ulcer. Minnesota Med., 


29:597-604, (June) ’ 
Dragstedt, L. R.; Fournier, H. J.; Woodward, E. R.; Tovee, 
., and Harper, P. V., Jr.: Transabdominal gastric vagot- 
the anatomy and surgery of the vagus nerves 


omy, a study o 
at the lower portion of the esophagus. Surg., Gynec., & Obst.. 
g Jr.; Tovee, E. B., and 


85:461-466, 1947 
. R.: Section of the vagus nerves to the stomach 


Dragstedt, L. R.; Harper, P. V., 
Woodward, E 
in the treatment of peptic ulcer. Ann. Surg., 126:687-699, 1947. 


. Dragstedt, L. R., and Owens, F. M., Jr.: Supradiaphragmatic 


section of vagus nerves in the treatment of duodenal ulcer. 
Proc: Soc. Exper. Biol. & Med., 53:152-154, (June) 1943. 
Dragstedt, L. R., and Shafer, P. W.: Removal of the vagus 
innervation of the stomach in gastroduodenal ulcer. Surgery, 
17:742-749, (May) 1945. 

Exner, A., and Schwarzmann, E.: Tabische Krisen, Ulcus 
Ventriculi und Vagus. Wien. klin. Wechnschr., 25:1405-1406, 
(Sept. 19) 1912. 
Greene, L. F., and Hutchins, §.P.R.: Transthoracic vagotomy: 
notes on unsatisfactory results in two cases. Proc. Staff. Meet., 
Mayo Clin., 22:332-336, 1947. 

Grimson, K. S.; Baylin, G. J.; Taylor, H. M.; Hesser, F. H., 
and Dundles, R. W.: Clinical evaluation of complications ob- 
= after transthoracic vagotomy. Arch. Surg., 55:175-179, 
Grimson, K. S.; Taylor, H. M.; Trent, J. C.; Wilson, D. A., 
and Hill, H. C.: The effect of transthoracic vagotomy upon 
the functions of the stomach and upon the the early clinical 
course of patients with peptic ulcer. South. M. J., 39: 460- 
470, (June) 1946. 

V., and Dragstedt, L. R.: Section of the vagus 
nerves to the stomach in the treatment of benign gastric ulcer. 
Arch. Surg., 55:141-150, 1947. 

Hartzell, if B.: The effect of section of the vagus nerves on 
gastric acidity. Am. J. Physiol., 91:161-171, (Dec.) 1929. 
Hay, L. J.; Varco, .; Code, C. F., and Wangensteen, 
O. H.: Experimental production of gastric and duodenal ulcers 
in laboratory animals by intramuscular injection of histamine 
in beeswax. Surg., Gynec. & Obst., 75:170-182, 1942. 

.: Curling’s ulcer in experimental burns. Ann. 
Surg., 121:54-64, 1945. 

Heuer, G. J.; Holman, C., and Cooper, W. A.: The Treatment 
of Peptic Ulcer Based Upon Ten Years’ Experience at the New 
York Hospital. Philadelphia: J. B. Lippincott Co., 1944. 
Hinton, J. .: The intractable duodenal ulcer. Evaluation 
of surgical procedures. Ann. Surg., 117:498-510, 1943. 
Hollander, F.: The chemistry and mechanics of hydrochloric 
on formation in the stomach. Gastroenterology, 1:401-430, 


Hollander, F.: The insulin test for the presence of intact 
nerve fibers after vagal operations for peptic ulcer. Gastroen- 
terology, 7:607-614, (D 946. 

Holman, C. W., and McSwain, B.: 
astric resection. Surgery, 13:916-923, ; 
wang, K.; Essex, H. E., an ann, F. C.: A study of cer- 

tain problems resulting from vagotomy in dogs with special 

reference to emesis. Am. J. Physiol., 149:429-448, 1947. 

Ivy, A. C.: Some recent developments in the physiology of the 
a 


Gastric acidity following 


stomach and intestine which pertain to the management of 
tic ulcer. Bull. New York Acad. Med., 20:5-14, 1944 

Jaboulay M.: La chirurgie du sympathique abdominal et sacra. 
ntralbl. f. chir., 1:227-228, (Feb. 23) 1901. 

Jemerin, E. E.; Hollander, ., and Weinstein, V. A.: A com- 

parison of insulin and food as stimuli for the differentiation of 

ee non-vagal gastric pouches. Gastroenterology, 1:500- 


Kiefer, E. D.: Jejunal 
J.A.M.A., 120:819-824, j 

Kirklin, B. R., and MacCarty, W. C.: Incidence of malignancy 
in prepyloric ulcers. J.A.M.A., 120:733-735, 1942. 
Discussion on gastric ulcer. Ann. Surg., 126: 


ulcers and recurrent hemorrhages. 
2 


ahey, F. H.: 
653-654, 1947. 
ahey, : A position on the employment of vagotomy in 
the surgical treatment of peptic ulcer. Lahey Clin. Bull., 5: 
66-69, 1947. 
Lahey, F. H., and Marshall, S. F.: Technique of subtotal 
astrectomy for ulcer. Surg., Gynec. & Obst., 69:498-507, 1939. 
annin, B. G.: Experimental evaluations of a satisfactory op- 
eration for ulcer. Surgery, 17:712-741, 1945. 


42. Latarjet, A.: Resection des nerfs de l’estomac: Technique 
operatoire; Resultats cliniques. Bull. Acad. de med., Paris, 
87:681-691, (June 20) 1921. 

43. Latarjet, A., and Wertheimer, P.: Quelques resultats de l’ener- 
vation gastrique. Presse Med., 2:993-995, (Nov. 28) 1923. 

44. Mann, F. C., and Williamson, C. S.: Experimental production 
of peptic ulcer. Ann. Surg., 77 :409-422, 923. 

212 


45. 
46. 
47. 


48. 
49. 
50. 


Si. 
52. 
a. 
54. 
55. 


56. 


57. 


58. 
59. 
60. 


63. 


64. 


66. 
67. 
68. 


81. 


82. 


83. 


61. 
62. 


. Ruffin, J 


. Sanders, 
. Sanders, R. 
. Sanders, R. L.: 


. Saltzastein, H. 


. Schoen, A. M., and Griswold, R. 


, an S. H.; Varco, R. L.; Cod 


. Walters, W.; Neibting, H. A.; Bradley, W. F.; Smal 


Mayo, C. H.: Division of the vagi for pylorospasm. An: 

88:669-671, (Oct.) 1928. Surg, 
Mayo, C. W.: Treatment of duodenal ulcer. J. Kansas 
Soc., (Aug.) 1942. a 
McClure, R. D., and Fallis, L. S.: Partial gastrectomy {o 
popeie ulcer. A review of 74 operations. Surgery, 8:575.59¢ 
McCrea, E. D.: The abdominal distribution of the vagus, J 
Anat., 59: 18-40, (Oct.) 1924. 
McCrea, E. D,: The nerves of the stomach and their relatioy 


to surgery. Brit. J. Surg., 13:621-648, (April) 1926 

Merendino, K. A.; Judd, S.; Baronofsky, I.; Litow, 
Lannin, B. G., and Wangensteen, O. H.: 
on ulcer genesis. Surg., 17:650-666, 1945. 


S. S.; 


Influence of caffeine 


Miller, E. M., and Davis, C. B.: An anatomic study of the 
vagus nerves. J.A.M.A., 133:459-461, 1947. 

Moore a .: Discussion on vagus section in peptic ulcer, 
Ann. Surg., 126:707, 1947. 

Moore, -: Vagus resection for ulcer; an interim evalua. 
tion. Ann. Surg., 126:664-678, 1947. 


Moore, F. D.: Resection of the vagus nerves for ulcer; ap 
interim evaluation. Arch. Surg., 55:164-174, 1947. 

Moore, -; Chapman, W. P.; Schultz, M.D., and Jones 
C. M.: Transdiaphragmatic resection of the vagus nerves for 
pagel ulcer. New England J. Med., 234:241-251, (Feb. 21) 


Moore, F. D.; Chapman, W. P.; Schulz, M.D., and Jones 
C. M.: Resection of the vagus nerves in peptic ulcer. J.A.M.A. 
133:741-749, 1947. ‘ 
Morton, C. B.: Observations on peptic ulcer. (5) Findings in 
experimentally produced peptic ulcer: etiologic and therapeutic 
considerations. Ann. Surg., 401-422, (March) 1928. 

Moses, W. R.: Critique on vagotomy. New England J. Med, 
237 :603-610, 1947. f 
Newberger, B.: Gastric operations for benign and malignant 
conditions. Ann. Surg., 106:200-220, 7. 

Oliver, J. V.: ect of vagotomy on 


: development of the 
eames ulcer in the dog. 


Arch. Surg., 55:180-188, 
Pavlov, I. P.: The Work of the Digestive Glands. Translated 


by W. H. Thompson. Ed. 2, London: C. Griffin and Co., 1910. 
— a Sub-diaphragmatic resection of the vagus nerves. 
nn. ital. 


di chir., 11:53, (Jan. 31) 1932; Abst. in J.A.M.A,, 
98:1950, 1932. 


Trea 


D° 
sc 
fungu: 
douini 
not tr 
infect 
methc 
ringw 
inade 
to th 
volta: 

Sir 
are fi 





Pieri, G., and Tanferna, V.: Studi sulla fisiologia dell’ inner- 
vazione viscerale dell’uomo: 2. Effetti dell resezione del vago 
sulla secrezione gastrica. Riforma med., 46:323-326, 1930. 

rice, P. B., and Lee, T. F.: Digestion of living tissue by the 
hyperacid stomach. Surg., Gynec. & Obst., 84:959-961, 1947. 


. Priestley, J. T.: Some physiologic aspects of the surgical treat- 


ment of duodenal ulcer. 


S. Clin. North America, 905-918, 
(Aug.) 1947 


Ray, Bb. S., and Neill, C. L.: Abdominal visceral sensation in ! 


man. Ann. Surg., 126:709-723, 1947. 

Ransom, K.: Subtotal gastrectomy for gastric ulcer: a 
study of end results. Ann. Surg., 126:633-654, 1947. 
Rienhoff, W. F., Jr.: An analysis of the results of the surgical 
treatment of 260 consecutive cases of chronic peptic ulcer of 
the duodenum. Ann. Surg., 12:583-599, 1945. 


. Rivers, A. B., and Stauffer, M. H.: The symptoms and diag- 


nosis of duodenal ulcer. 


M. Clin. North America, 31:995-1048, 
(July) 


. Roth, J. A.: Ivy. A. C., and Atkinson, A. J.: Caffeine and 


‘‘pepgic”’ ulcer. J.A.M.A., 126:814-820, 1944. 
. M.; Grimson, K. S., and Smith, R. C.: The effect 
of transthoracic vagotomy upon the clinical course of patients 
with peptic ulcer. Gastroenterology, 7:599-606 
R. L.: Surgical complications of duodenal ulcer. 
South. Surgeon, 12:329-340, 1946. 
L.: An evaluation of the methods of surgical 
South. M. J., 40:567-572, 1947. 
Bilateral segmental vagol resection in the 
treatment of wane ulcer. South. Surgeon, 13:493-504, 1947. 
.; Sandweiss, P. J.; Hammer, J. M.; Hill, E. 
J., and Vandenberg, H. J.: Effect of vagotomy on Mann- 
Williamson ulcers in dogs. “Arch Surg., 55:130-140, 1947. 
Schiassi, B.: The role of the pyloroduodenal nerve supply in 
the surgery of duodenal ulcer. Ann. Surg., 81:939-948, 1925. 
A.: The effect of vagotomy 
Ann. Surg., 126: 655-663, 1947. 


treatment of duodenal ulcer. 


on human gastric function. 


. Emall, J. T.: Denervation of the stomach. Historical review. 
Arch. urges 55: 189-203, 1947. 
. Vanzant, F. R.: Late effects of section of the vagus nerves 


on gastric acidity. Am. J. Physiol., 99:375-378, 1932. 
e, C. F., and Wangensteen, 


H.: Production of gastric and duodenal ulcers in cat by 


intramuscular implantation of histamine. Proc. Soc. Exper. 
Biol. & Med., 44:619-621, 1940 ; 

Walters, W.; Lewis, E. B., and Lemon, R. G.: Primary 
partial gastrectomy (Polya type) for duodenal ulcer. Surg., 


Gynec. & Obst., 71:240-243, 1940. 

Walters, W.; Neibling, H. A.; Bradley, W. F.; Small, J. T., and 

Wilson, J : Gastric neurectomy. Anatomic and physiologic 

studies with favorable and unfavorable results in the treatment 

of peptic ulcer. Arch. Surg., 55:151-163, 1947. 

Walters, W.; Neibling, H. A.; Bradley, W. F.; Small, J. T.-, 

and Wilson, J. W.: Anatomic distribution of the vagus nerves at 

the lower end of the esophagus. Arch Surg., 55:400-422, 1947. 
: y. 2 

and Wi n, duodenal 


j . W.: Gastric neurectomy for gastric and 
ulceration. 


nn. Surg., 126:1-13, 1947. 
(Continued on Page 216) 


JMS MS 


titior 
| of lo 
he wv 
epid 
rapi 
neec 
epilz 
It 
new 
for 
aud 
and 
cop 
me! 
Pat 
Th 
pre 
me 
its 
th: 
pa 
cli 
at 

















An: Surg, 


Kai sas M. 
trectomy for 
5 8 579-586, 
he vagus, J. 
pete relation 


itow, S. §. 
e of caffeine 


itudy of the 
eptic ulcer, 
rim evalua. 
rr ulcer; an 
“and Jones, 
| Nerves for 


. (Feb. 21) 


and Jones, 
J.A.M.A,, 


Findings in 
‘ lerapeutic 


d J. Med, 
malignant 


ent of the 
55: 180-188, 


Translated 
| Co., 1910, 
gus nerves, 


A.M.A. 


’ 





dell’ inner- 
e del vago 
1930. 





ssue by the ; 
-961, 1947, | 
gical treat- | 


a, 905-918, 
ensation in 
> ulcer: a 


he surgical 
ic ulcer of 
and diag- 
1:995-1048, 


ffeine and 


The effect 
of patients 
16 


nal ulcer. 


f surgical 


on Mann- 
947. 
supply in 
948, 1925. 
vagotomy 
3, 1947, 


al review. 
rus nerves 
. 

ngensteen, 


in cat by 
c. Exper. 





Primary 
r Surg., 


|. T., and 
hysiologic 
treatment 


Se 2 
nerves at 
29 1947. 


Ae ie 
duodenal 


IMSMS 





TINEA CAPITIS—CARRICK 


Treatment of Tinea Capitis 
in General Practice 


By Lee Carrick, M.D. 
Detroit, Michigan 


URING RECENT YEARS ringworm of the 

scalp has become epidemic.* The causative 
fungus in most cases has been Microsporon au- 
douini, the “human type,” so-called because it is 
not transferable to animals. These M. audouini 
infections have been notoriously refractory to the 
methods of topical therapy usually employed for 
ringworm. Therefore, many cases have received 
inadequate treatment or have had to be referred 
to the dermatologist or roentgenologist for low 
voltage roentgen epilation of the scalp. 

Since most children affected with tinea capitis 
are first diagnosed and treated by the general prac- 
titioner, it is desirable that an effective method 
of local therapy be available to him. In this way 
he will secure a higher percentage of cures, the 
epidemic of tinea capitis will be controlled more 
rapidly, and only the very recalcitrant cases will 
need to be referred for low voltage roentgen 
epilation. 

It was with these ideas in mind that several 
new chemical compounds have been developed 
for the local therapy of tinea capitis due to M. 
audouini.2**7 Between 1944 and 1946 the in vitro 
and in vivo fungistatic and fungicidal effects of a 
copper oleate ointment and two fatty acid oint- 
ments were studied at the Dermatology Out- 
Patient Clinic, City of Detroit Receiving Hospital. 
The therapeutic value of one of the fatty acid 
preparations (undecylenate-undecylenic acid oint- 
ment: Table I) was significant enough to warrant 
its further trial in private practice. It was hoped 
that parental care and co-operation among private 
patients would be of a higher degree than the 
clinic level and thus permit a more accurate evalu- 
ation of the ointment being tested. 


Epidemiology.—During a two-year period begin- 
ning in June, 1946, I diagnosed ninety-eight cases 
of tinea capitis under the Wood light in my office. 
One case was found on culture to be due to Micro- 
sporon lanosum, and one was caused by Trichophy- 
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of Dr. Loren W. Shaffer, professor, Wayne University College of 
cine, and City of Detroit Receiving Hospital. 
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TABLE I. UNDECYLENATE-UNDECYLENIC ACID OINT- 
MENT TESTED IN LOCAL THERAPY FOR TINEA 
capitis * (pH 6.90) 





Rn CI oases sas cass cnccancscsssscarptencoesssrencicnevstotntonsne 5.00% 
"TEnCUAINIARNOSOUEEIRBCRE, 5.cc5eesesecscecevessssccucveycsnnvneecseceneses 1.75 
TN III iscceretciaccissvissovececessisnccsincecppmiscnrnnse 20.00 
Sodus Tetradecyl Sitatere ...:...csceceseccocesessesnseseocessoeorss 3.00 
Anhydrous carbowax base to make ..........ssssssesseeseeees 100.00 





*Supplied for clinical trial by Wallace and Tiernan Products, Inc., 
Belleville, N. J. 
**A wetting agent, to enhance penetration. 
































TABLE II. DISTRIBUTION OF CASES BY AGE AND SEX 
Age, Years a No. Cases Male Female 
1 1 1 0 
2 4 3 1 
3 9 6 3 
4 12 10 2 
Fs" 13 9 6 
6 9 0 0 
7 17 13 4 
8 16 12 4 
9 5 4 1 
10 5 4 1 
11 1 1 0 
12 + 3 1 
are _ Total 98 75 23 
TABLE III. 
iia Hair Line | Vertex Generalized 
No. Per | No. Per | No. Per 
Sex Cases Cent | Cases Cent | Cases Cent 
Male 51 68 3 4 1 28 
Female ae 11 48 7 30 5 22 





ton granulosum. The remainder were all caused 
by Microsporon audouini. All patients were Cau- 
casian. Their ages ranged from one to twelve 
years, the most frequently affected age groups be- 
ing three to eight years inclusive. Seventy-five boys 
were affected as compared to twenty-three girls, 
the ratio of boys to girls being approximately 3:1. 
(Table IT). 


The distribution of cases by sex and location of 
lesions on the scalp are shown in Table III. The 
high percentage (68 per cent) of hairline involve- 
ment (temporal and/or occipital) in boys agrees 
with similar findings in previous reports.** The 
more frequent appearance of scalp ringworm in 
boys, plus their greater tendency for infection in 
the “clipper areas” around the hairline, would 
point toward unsterilized barber instruments as 
probably the most important single means of 
spreading ringworm of the scalp. A recent survey 
of barber shops by the officers of the U.S. Public 
Health Service in Hagerstown, Maryland, dis- 
closed many instances of fungus-infected hairs on 
combs, brushes, scissors, and electric clippers.” 


Local Therapy.—To insure accurate evaluation 
of the undecylenate-undecylenic acid ointment, 
only those cases of tinea capitis were included in 
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the treatment series which were caused by M. 
audouini and were completely free from kerion 
or other evidences of secondary infection. This 
was done because many cases of tinea capitis due 
to M. audouini complicated by secondary infection 
will heal without resort to x-ray epilation, i.e., by 
antiseptic topical remedies alone.® 


In the present study, no patient was included 
in the treatment series who failed to continue un- 
der treatment for at least four months. This was 
considered the minimum length of time necessary 
to evaluate the therapeutic effect of the ointment 
being tested. 


The following printed directions for home care 
were given to the mother of each patient: 


Home Care for Ringworm of the Scalp 


This disease is contagious to other children. Because 
of this, bring all other children in your family who are 
under fourteen years of age to the office for examination. 
The patient should not go to the barbershop. He should 
wear a Clean stocking cap at all times, even to bed and 
while in school. As a precaution, any children in the 
family who do not have ringworm of the scalp should 
be cautioned against using the patient’s comb, brush 
or cap, and he should sleep alone if possible. Brush or 
vacuum your overstuffed couches and chairs to remove 
any infected hairs which may be clinging to them. 


Please live up to these rules and help to stamp out 
this disease. The average case of ringworm of the scalp 
seen during this epidemic usually requires several months 
to get well. Careful attention to the above directions 
and regular attendance at the office are essential for cure. 


Treatment 


1. When you get the child home, shave the entire 
scalp. Handclippers may be used first if available. Be 
sure to boil the instruments for fifteen minutes after use. 
Cut a hole in a newspaper and place it on the child’s 
shoulders to catch the hairs as they are shaved off. The 
hairs and newspaper should then be burned. The scalp 
should be shaved once a week. 


2. At bedtime shampoo the scalp with the soap pro- 
vided. It is helpful to gently massage the shampoo into 
the scalp with a soft brush—a used tooth brush is suitable. 
Then rinse and dry well and apply the salve to the entire 
scalp, rubbing it in well, especially on the patches of 
ringworm. 


3. Then apply a clean stocking cap and put the child 
to bed. Four or five stocking caps should be made up 
so that a clean cap is always available. After using the 
cap: it should be put in boiling water for fifteen minutes 
before washing. The child should be cautioned to leave 
the cap in place once it is put on. If this rule is not 
observed, the ringworm may be spread from one patch 
to a normal area of the scalp and thus defeat the pur- 
pose of this treatment. 
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4. The next morning shampoo the scalp again and re. 
apply the salve. Put on a clean stocking cap. The child 
should wear this all day long, even while in schooj. Ip 
cold weather an ordinary cap may be worn over the 
stocking cap. Repeat this treatment every evening and 
morning. 


5. On arising, the morning the child is brought to the 
office, the scalp should be shampooed and no salve ap- 
plied. This is important so that adequate examination 
under the Wood light may be made. 


In all cases it was recommended that the scalp 
be shampooed with a soap substitute, Phisoderm* 
(oily type) because of its slightly acid pH and 
lathering qualities. The alkalinity of tincture of 
green soap and most toilet soaps makes them un- 
suitable as cleansing agents in tinea capitis since 
the fungus thrives on an alkaline medium. 


In most cases the mothers were advised to apply 
strips of adhesive tape to the areas of ringworm 
daily. These were removed after one half to one 
hour, pulling out a few infected hairs each time. 
The healing time was undoubtedly hastened by this 
type of manual epilation. Instead of using the 
tape, some mothers purchased a Purple-X Bulb} 
for use in a dark room at bedtime (after the sham- 
poo, but before the ointment was applied) to en- 
able them to see the fluorescent infected hairs. In 
this way they were able to pluck a few infected 
hairs with tweezers each evening. The manual 
epilation is painless since the infected hairs are very 
loose and are easily removed. | 

Every child of school age was given a note for 
his school nurse stating that he could attend school 
providing he wore a stocking cap at all times and 
remained under treatment. In this way the child 
was able to continue his schooling without fear 
of contagion to his classmates. Occasionally a 
mother would report that her child was “sensitive” 
at first about wearing a stocking cap in school, but 
he would rapidly overcofne this feeling and would 
co-operate well. 

The importance of shaving the entire scalp was 
stressed at the time of the first office visit. It was 
explained to the mother that the ointment could 
be more easily applied well into the entire scalp, 
the scalp could be washed as easily as washing the 
face, it could be dried thoroughly, and the stocking 
cap could be kept more securely in place. 


Results —Of the ninety-six patients with tinea 
capitis due to M. audouini diagnosed during a two- 


*Winthrop-Stearns Co., Inc., New York, N. Y. 
*General Electric Company, Schenectady, N. Y. 
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year period, fifty-five had no kerion, or other forms 
of secondary infection, and remained under treat- 
ment for a period long enough to permit accurate 
evaluation of the undecylenate-undecylenic acid 
ointment (at least four months). 


Every child was examined under the Wood light 
at three-week intervals. A patient was considered 
“cured” if his scalp showed no fluorescent hairs 
under the. Wood light for two consecutive weeks, 
and the “number of days under treatment” were 
counted up through the end of this period. The 
shaving of the scalp and the application of the 
ointment were then discontinued, and the mother 
was instructed to simply shampoo the scalp daily. 
If at the end of an additional two weeks’ period 
(total observation period four weeks) the scalp 
was still negative under the Wood light the child 
was Classified as cured. 


“No improvement” was used to describe a case 
of tinea which exhibited as much involvement and 
brightness of fluorescence under filtered ultraviolet 
radiation as it did before treatment was begun. 


As shown in Table IV, fifty-four children (98 
per cent) were completely cured after an average 
of 144 days (twenty and one-half weeks) of treat- 
ment with the undecylenate-undecylenic acid oint- 
ment. The shortest period of treatment needed to 
produce a cure was fifty-three days (seven and 
one-half weeks) while the longest period was 308 
days (forty-four weeks). The latter case was a 
ten-year-old boy whose mother had a fear of x-ray 
epilation and was willing to continue local treat- 
ment as long as necessary. The infected hairs 
showed no change in fluorescence during the first 
seven months of treatment. Then the fluorescence 
became duller and new, non-infected hairs began 
toappear. From then on recovery was fairly rapid. 


Table IV also shows one case (2 per cent) which 
failed completely after 189 days (twenty-seven 
weeks) of treatment. This was a four-year-old 
girl whose mother gave her excellent nursing 
care and followed instructions faithfully. The rea- 
son for her failure to respond to treatment is un- 
known. 


Comment 


It is hoped that the foregoing method of local 
therapy for tinea capitis will provide the general 
practitioner with a practical approach to the prob- 
lem of control of this disease. Parents, teachers, 
and school nurses do what they can to discover the 
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TABLE IV. SUMMARY OF RESULTS OF TREATMENT 
OF TINEA CAPITIS DUE TO M. AUDOUINI WITH 


UNDECYLENATE-UNDECYLENIC ACID OINTMENT 











No. Cases Mean No. Days Treatment 
eS Saree 54 (98% ) 144 (20% weeks) 
No Improvement: .. 1 ( 2%) 189 (27 weeks) 





presence of scalp ringworm. Its therapy rests with 
the physician—preferably the family physician— 
whose advice is usually the first to be sought. 
Some parents have a fear of x-ray epilation as a 
form of treatment for tinea capitis. Also, in 
younger children it is often impracticable to at- 
tempt x-ray epilation unless a general anesthetic 
is used. In these groups local therapy is man- 
datory if any treatment at all is to be given. 


For those physicians who may use the method 
of treatment presented in this paper, a few points 
should be emphasized if the treatment is to be suc- 
cessful : 


1. At the time of the first office visit, a thorough 
examination of the child’s scalp should be made 
under a Wood light in a darkened room. Other 
susceptible children in the family should be ex- 
amined also. 


2. If laboratory facilities permit, one or two in- 
fected hairs which fluoresce under the Wood light 
should be extracted with a sterile thumb forceps 
and plated on Sabouraud’s dextrose or maltose 
agar for positive identification of the offending 
fungus. 


3. A mimeographed copy of the “Home Care 
for Ringworm of the Scalp” instruction sheet 
should be provided, and its contents should be 
discussed in detail with the parent. 


4. The parent should understand that four or 
five months of treatment and observation will be 
necessary, although some cases heal sooner. Also, 
the parent should not expect to see a remarkable 
degree of improvement under Wood light exam- 
ination at the time of the second office visit. Less 
fluorescence of the infected hairs is all that can be 
expected in the beginning. She should understand 
that improvement is gradual and often slow. In 
many cases little progress appears to have been 
made until after two or three months of treat- 
ment. Then, surprisingly enough, the next office 
examination may reveal only three or four “posi- 
tive” hairs under the Wood light. As more and 
more cases are treated and cured, the physician 
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becomes more confident in predicting how rapidly 
a given case will respond to treatment. 

5. No child should be dismissed as cured until 
his scalp is completely negative (i.e., not a single 
fluorescent hair is seen) under Wood light exam- 
ination on two occasions four weeks apart. 


have school- 
health programs which include periodic Wood 
light examination of all grade-school children. 
Those children whose scalps show positive evi- 
dence of tinea capitis under the Wood light are 
then excluded from school and are not permitted 


Some progressive communities 


to return until they are under a physician’s care. 
They are required to wear a stocking cap while 
in school to prevent spread of the disease to others. 


Additional means of controlling the epidemic 
of tinea capitis might rest with our city or county 
health departments through their promotion of 
educational campaigns in periodicals® and _ local 
teachers, and 
barbers with the disease and its modes of spread. 
Further, the health authorities could require bar- 
bers to use only handclippers (instead of electric 
clippers) on children under the age of fourteen. 
In this way, the hand clippers could be placed in 
boiling water 


newspapers to familiarize parents, 


for fifteen minutes, or in a 10 per 
cent solution of Lysol for one-half hour, so that 
any infected hairs clinging to the instruments would 
be sterilized. Behling and Markel? have recom- 
mended cleaning electric clippers either by run- 
ning them one minute in hot oil (100° C.), or 
by holding them for a few seconds over an alcohol 
lamp or a singe stick. It is true that barbers re- 
fuse to cut a child’s hair if they suspect that he has 
ringworm of the scalp. But some children un- 
doubtedly get haircuts (with electric clippers) 
who have scalp ringworm in its early stages, i.e., 
before any bald patches are visible. Then the 
infected hairs, loaded with fungus spores, are 
caught in the clippers and come in contact with 
the hairline region of the next child who gets a 
haircut. 

Should this method of controlling the spread 
of tinea capitis through barbershops seem im- 
practicable to some public health authorities, the 
next best thing might be to advise immediate 
shampooing of a child’s scalp following his visit 
to the barbershop. In addition, a fungicidal oint- 
ment, such as the undecylenate-undecylenic acid 
ointment, could be applied to the scalp at bed- 
time and the scalp reshampooed the next day. 
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Summary 


Ninety-eight cases of tinea capitis wer diag. 
nosed in private practice during a two-year period. 

The most frequently affected age groups wer 
three to eight years, inclusive. 

Seventy-five boys were affected as compared to 
twenty-three girls, the ratio of boys to girls being 
approximately 3:1. 

A practical office method of local therapy for 
epidemic tinea capitis is presented in detail. 

Fifty-four out of fifty-five cases (98 per cent) 
of tinea capitis due to Microsporon audouini were 
cured by local therapy over an average treatment 
period of approximately five months. 

Success with this form of local therapy depends 
upon close attention on the part of both the par. 
ent and physician to several important factors, 
These are discussed step by step. 





Suggestions for control of the tinea 
epidemic are presented. 
1515 Kales Building. 


Capitis 
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Serum Levels Using Procaine Penicillin with 
Aluminum Monostearate; Oral and 
Intramuscular Administration 


Jean M. Robinson, Dorothy DeZelia, and Simon 
Kalish, Wayne County General Hospital and 
Infirmary, Eloise, Michigan 


Procaine penicillin in peanut oil with 2 per cent 
w/v aluminum monostearate is one of the recent 
outgrowths of the current search for long-acting 
penicillin products. Using the B. subtilis serial 
dilution method of assaying serum penicillin levels, 
1 cc. (300,000 U) of this preparation given to 
patients intramuscularly was found to attain aver- 
age levels above the required therapeutic concen- 
tration of .03 U/c.c. of serum in 97.5 per cent of 
cases at 1, 2, 4 and 8 hours. Ninety per cent of 75 
cases maintained average levels above .03 U/c.c. 
for 72 hours, and 70 per cent for 96 hours. 

Patients given 5 daily injections of 300,000 U 
intramuscularly with serum levels determined 24 
hours after each injection showed a rise in con- 
centration to 1-2 U/c.c., and maintenance of this 
level. Levels at 1, 2, 8 and 24 hours after five 
successive daily injections of 300,000 U of another 
lot were somewhat lower. 

One tablet (100,000 U) of Crystalline Procaine 
Penicillin with 2 grains aluminum monostearate, 
buffered with 4 grains CaCO,, gave serum penicil- 
lin levels at 1, 2, 4 and 8 hours which were above 
03 U/c.c. but generally lower than levels found 
with the same dose of three other buffered oral 
preparations not containing aluminum monostear- 
ate. Crystalline Penicillin G, buffered with 4 
grains CaCO,, and unbuffered, was given in 500,- 
000 and 1,000,000 U doses. Levels at 1, 2, 4 and 
8 hours were higher for the unbuffered prepara- 
tions than for the buffered, and neither consistently 
maintained levels above .03 U/c.c. longer than 8 
hours, 


The Effect of Liver Extract and other Supple- 
ments on Fatty Livers in the Rat 


Victor A. Drill and Charles A. Hall, Wayne 
University School of Medicine, Detroit. 


fatty livers and hepatic fibrosis were produced 
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in rats by feeding diets either high in fat or low 
in protein. Various supplements were administered 
to such animals to see if they would prevent the 
induced liver injury. The supplements tested 
included choline, methionine, desiccated hog stom- 
ach (Ventriculin), yeast, casein, and liver extract. 
Ten rats were included in each group and the 
diets were fed for a period of 60 to 200 days. 
Ventriculin was without effect in preventing the 
hepatic lesions induced by either diet. Yeast, 
methionine and casein exerted only a partial effect 
in preventing the induced hepatic changes and 
the best effect of the methionine and yeast was 
obtained with the low protein diet. On the other 
hand, liver extract and choline completely pre- 
vented the occurrence of any liver injury. The 
lipotropic effect of the liver extract does not seem 
to be due to its choline content as the liver ex- 
tract supplied less choline than was present in the 
Ventriculin or yeast. Further, the effect of liver 
extract is not due to a stimulation of appetite with 
a subsequent increase in protein intake as daily 
measurements of food intake failed to show an in- 
creased food consumption. This lack of relation- 
ship to protein intake may also be seen by the 
poor preventive effects of the casein supplements 
alone. It is possible that liver extract contains 
an unknown lipotropic substance or a choline 
precursor that has not been previously identified. 


Mechanism of Skull Fracture as Studied by the 
“Stresscoat” 


H. R. Lissner, E. S. Gurdjian, and J. E. Webster, 
Wayne University and Grace Hospital, Detroit, 
Michigan 


Skull fractures due to accidental causes such as 
automobile crashes are of frequent occurrence. In 
the year 1947 in the City of Detroit 47 per cent 
of the injuries received in automobile accidents 
were head injuries, while on the rural highway 
head injuries occurred in 67 per cent of the cases. 


In this study the location of the resulting linear 
skull fracture due to a blow in a given position 
was determined by obtaining the threshold defor- 
mation patterns in Stresscoat lacquer coatings on 
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the internal and external surfaces of the skull. By 
comparison of these patterns with x-ray studies 
of clinical fractures, and with fractures obtained 
experimentally on intact cadaver heads, it was 
found that linear fractures were initiated on the 
external surface of the skull due to outbending. 
The surface of the skull was divided into twelve 
areas, and it was found that the general location 
and direction of threshold Stresscoat cracks was 
quite uniform in different skulls due to blows in 
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any one area. That fractures also occurred jy 
these regions was verified for blows in four areas by 
tests of fifty-five intact cadaver heads. This jp. 
dicated that the presence of scalp and skull cop. 
tents did not materially affect the location or dj. 
rection of the fracture. 

The energy required to fracture the intact hv. 
man cadaver head was found to vary from 400 to 
900 inch pounds, the energy being absorbed in q 
time period of 1/1000 second. 
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Distribution and Excretion of Chloramphenicol 
(Chloromycetin* ) . 
Anthony J. Glazko (From the Research Labora- 
tories, Parke, Davis and Co., Detroit). 


A study of the distribution of Chloromycetin in 
the tissues of the rat and dog showed high concen- 
trations in the liver and kidney, with progressively 
lower concentrations in the lung, spleen, heart, 
muscle and brain. Following therapeutic doses, 
the serum level increased rapidly, reaching a peak 
in about two hours and then falling gradually dur- 
ing the next eighteen to twenty-four hours. 

Parallel analyses for total drug by a chemical 
method, and for active Chloromycetin by micro- 
biological assay indicate that most of the drug is 
present in blood as unchanged Chloromycetin. On 
the other hand, about 90 per cent of the drug ex- 
creted in urine is found to be inactive, represent- 
ing degradation products of Chloromycetin. From 
80 to 92 per cent of the administered dose was ac- 
counted for by urinary excretion in man over a 24- 
hour period. Renal clearance figures for active 
Chloromycetin, uncorrected for protein binding, 
are about one-quarter the normal values for creati- 
nine, whereas the Chloromycetin degradation 
products are cleared at a much greater rate than 
creatinine. 


The Gastric Secretory Response to Intravenously 
Administered Amino-Acid Mixtures 


Paul R. Sharick and Darrell A. Campbell, 
Eloise, Michigan. 


It is known that individual amino acids when 


given intravenously produce a marked acid re- 
sponse which is due to a humoro-neural mechan- 


ism involving the vagus nerves. In addition, a 





*Trade name, Parke, Davis and Co. 
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pronounced hypoglycemia has been found to occur. 

Twelve patients were given rapid intravenous 
infusion of amino-acid mixtures, six receiving a 
commercial enzymatic protein hydrolysate, and 
six a commercial solution of the ten essential amino 
acids with added glycine. Eight of the patients 
had an active peptic ulcer and four were patients 
without gastric disease, selected at random. 

In dogs, whose non-vagal pouches were proven 
by use of the insulin test, the humoro-neural 
mechanism of gastric stimulation due to intrave- 
nous amino acids was confirmed. 


In all patients, a distinct rise in free and total 
gastric acidity occurred soon after administration 
of the amino-acid mixtures. The acid response 
was variable and approched that following satis- 
factory insulin hypoglycemia in only a few cases. 
In one case the response was abolished by subse- 
quent vagotomy for peptic ulcer. A moderate to 
marked regurgitation of bile occurred in all cases 
due to duodenal hypermotility. No significant dif- 
ference was found with either of the two amino- 
acid preparations used. No correlation was found 
between blood amino acid nitrogen levels and gas- 
tric acid stimulation. In seven instances, a mod- 
erate volume secretory response was obtained. An 
initial transitory increase in blood sugar occurred, 
followed by a return to fasting or slightly below 
fasting levels. 


Amino-acid mixtures, orally and intravenously, 
are currently being used in the treatment of peptic 
ulcer. It is suggested that this plan of therapy may 
be contraindicated due to the gastric acid response. 
Caution may need to be exercised in the use of 
amino acids intravenously in patients with gastric 
and duodenal surgery postoperatively due to the 

(Continued on Page 235) 
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Act in the Plan of Action 


We, as physicians, have always been accused of keep- 
ing things to ourselves. We have kept aloof from the 
everyday happenings and concerns of our patients. We 
have told them very little about the great accomplish- 
ments of our swiftly moving science, all developed in the 
interest of our patients. 

The greatest thrill that a physician has is the quick 
relief he is able to give a patient, or in the probable 
saving of a life by the use of one of our newer drugs. 
The whole objective and ideology of modern medical 
care is the reduction of the incidence and severity of 
disease, and in shortening the length of illness. This is 
distinctly to the advantage of the individual patient and 
to the general health welfare of our people. 

But aside from the scientific accomplishments of our 
profession, we have shown a marked interest in the 
economic factor of modern medical care. The doctor’s 
plan of prepayment surgical and hospital service has 
materially reduced the costs of severe illness. We have 
developed a marked interest in conserving our pa- 
tient’s pocketbook. The trend of modern medical care 
can be briefly summarized:—better diagnosis, more ef- 
fective drugs, less and shorter illness, at less cost. We 
as a profession know we are living up to this objective, 
but, emphatically, our people do not know it. So, we 
must prove we are not self-seeking. We must sell our- 
selves and our ideals to the people. 

Had we done this ten years ago, we would not now 
be facing the threat of bureaucratic political control of 
our profession and of the type of medical care we will be 
able to give our patients. By distorted statistics, etherial 
theoretical statements, and energetic activity, social re- 
formers are attempting to influence the thinking of our 
lawmakers and the people of our country. 

At the AMA Interim Session, the House of Delegates 
and the Board of Trustees assumed leadership and the 
full responsibility necessary to bring complete realization 
to the people that political control of medicine is not 
in the best interests of the public. The American Med- 
ical Association is now truly the voice of American 
Medicine. f 

We, individually, are the American Medical Asso- 
ciation. It is our duty to fully co-operate with our of- 
ficers and to exert all our energies to assist in the plan of 
action. We must do this if we wish to retain our in- 
dividuality and if we are sincerely interested in the 
welfare of our patients. 


EG Veecteh, vw 


President, Michigan State Medical Society 
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Editorial 





FALSE ECONOMY 


peer THE war a certain package of food, 
a typical unit, cost $1.00. During the war the 
government established controls, rationing, and at 
the close of the war that same unit of food cost 
$1.43. Controls were released and now that same 
unit of food costs $2.19. In 1928 the federal gov- 
ernment took from employers, employes, and 
workers four billions of dollars in customs and 
other taxes. Now it takes forty-two billion from 
the only people who can pay, those who are pro- 
ductive—that is from private enterprise. 

Two groups of people make up the nation, 
those who represent business or private enterprise 
and those who represent government. Business in- 
cludes labor, capital, management, and produces 
all we eat, drink, wear, use for shelter or conve- 
nience—everything we use. Government produces 
nothing but advice, protection, regulation. Busi- 
ness is creative, must pay its own way, and some 
besides for the use of government. Government, 
on the other hand, is a parasite on business, a neces- 
sary one to be sure in so far as it gives us the 
services we demand of it. 
create wealth or materials. 

There are approximately 148 million people in 
the United States according to the last estimate. 
Twenty million of them are over sixty and theoret- 
ically non-productive, fifty-four million are under 
twenty-one, and also theoretically non-productive. 
That uses up one-half of all our people. Govern- 
ment servants with their dependents, the military, 
and the unemployables, make a large slice of the 
remainder, so that the rest must carry the burden 
of the whole national economy. Every worker 
taken out of creative employment, out of private 
enterprise, increases by just so much the tax bur- 
den we all must pay to keep the nation and our- 
selves going, remembering that government em- 
ployes are non-productive, and non-creative. They 
consume wealth instead of producing it. 


Government does not 


Now we are faced with the most intensive drive 
of government to cut off a very considerable piece 
of our creative private enterprise, the health serv- 
ices, and make a government bureau with ‘its enor- 
mous increase of personnel, estimated at least a 
half million persons, who will become consumers 
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instead of producers. This addition to those now 
engaged in the health services will be lay person 
whose only contribution to the national health car 
will be regulation and advice (we question the 
protection in this instance). This is just the begin. 
ning of the socialistic state; other inroads on pri. 
vate enterprise will follow, and since government 
does not create wealth or materials, the tax bur. 
dens of that segment of our people who do produce 
will increase still more to the inevitable breaking 
point. 

No matter what the wealth and resources, nat- 
ural or human, this nation or any other cannot 
continue this trend. We now have the Marshall 
Plan in operation in Europe, because Europe for 
the past fifty years has been doing the very things 
we are now being high-pressured into by our 
power-crazy governmental bureaucrats. When will 
we wake up? We are headed straight for destruc- 
tion and the same chaos now so prevalent in 
Europe. When we go down the same road who will 
come to our rescue? Probably the Hottentots, for 
there is no race or nation now in promising pros- 
pect. 


POLITICS AND MEDICINE 
—_— READING of Federal Security Ad- 


ministrator Oscar R. Ewing’s report shows 
how utterly inconsistent are his arguments. In 
the first two sections of the book he tells how 
completely inadequate is the present medical care 
of the American people. He admits their health 
is the best in the world, but claims that we know 
things about medicine, infectious diseases, cancer 
and hospital care that would eliminate a tremen- 
dous amount of sickness; would save an estimated 
$27 billion a year in loss of income, and 325,000 
deaths which could be prevented. He says the 
average income of 50 per cent of the American 
people is under $3,000 a year, but in figuring the 
loss to the nation of labor-years due to sickness, 
he uses the earning capacity of $3,800 per year. 
He says the expense of caring for sickness is an 
extra and unbearable load for these people, but 
the whole counfry could carry it if distributed 
among the whole people in proportion to their 
ability to pay. Yet he proposes to assess the tax 
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or the premium on only the first $4,800 of income. 
That does not distribute the burden equally, or ac- 
cording to the ability to pay, but establishes an 
income tax for the lower income group. He 
criticizes the voluntary plans for not covering the 
indigent and those of extremely low income who 
cannot afford to pay a premium of $48.00 a year. 
for a family. But in his proposal he leaves this 
same group uncovered unless local relief or wel- 
fare organizations, governmental or voluntary, 
will pay the premiums which they could do more 
easily with our present voluntary non-profit plan. 


He pictures a health condition with unlimited 
care, hospital, medical, dental and others, for 
whomever wishes to seek that care. But he says 
the medical profession at present is woefully un- 
dermanned to take care of the present load. He 
plans a three-year adjustment period after this 
new law is enacted and before it comes into ef- 
fect, during which time hospital facilities, medical 
dental, nursing and other personnel, will be provid- 
ed. He admits the medical schools cannot carry 
a much bigger load than they do carry. .He ad- 
mits the establishment of new schools would be a 
difficult and slow process because of building 
problems and inadequate teaching personnel, yet 
he proposes to do this job. He claims we are 
short 900,000 hospital beds and that we now have 
about 900,000 effective hospital beds. He pro- 
poses new hospitals, new “health clinics” in every 
community as low as 500 persons. 


Mr. Ewing quotes the old statement that 40 
per cent of the counties have no hospitals, and 
says that, ideally, nobody should be more than 
one hour away from a good hospital. There was 
a survey some years ago with a published map 
and a 30-mile circle drawn around every general 
hospital in the United States. There were a few 
spots other than in remote mountain districts which 
were not included in some of these circles. We 
believe a careful study would show that the num- 
ber of people in the United States more than one 
hour away from a hospital is negligible. Mr. 
Ewing paints a glowing picture of the ideal which 
we should have, based upon all the knowledge we 
do have, and blames our present system of health 
care, including the voluntary plans, for not at- 
taining that 100 per cent ideal. He admits that 
under his plan this ideal could not be reached 
for a» proximately forty years because it will take 
that jong to reach the goal which he has set up, 
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unless he can work wonders in creating hospital 
facilities, medical training facilities, and personnel. 
The same applies to dental and nursing fields. 
Mr. Ewing is a shrewd advocate of an ideal state, 
gives only begrudging credit for what has been 
done and at the same time points out the inade- 
quacies. He claims his proposed plan will meet 
all these objections, but in the same paragraph 
admits that there must be some curtailment. 


Mr. Ewing is a determined propagandist who 
will balk at nothing to gain his ambition. He 
thinks nothing of using distorted facts and state- 
ments so long as they may secure for him a post 
in the President’s cabinet and the unhampered 
control of the lives and health of 148 million peo- 
ple. He is greedy for power. He is a convincing 
pleader if the judge is denied the true facts or is 
given distorted premises. 


THE AMERICAN MEDICAL ASSOCIATION 
AND THE BLUE SHIELD 


HERE HAS BEEN much publicity to the ef- 

fect that the American Medical Association’s 
House of Delegates disapproved of the Blue Shield 
plans at St. Louis. This is an attempt to discredit 
the voluntary plans, to show division in the medical 
profession and by showing dis-union to further the 
urge for national compulsory health insurance 
which is in effect socialized medicine. 


Here are the facts: The American Medical As- 
sociation at St. Louis did approve the program 
to furnish national sales facilities for Blue Shield 
on a co-operative basis. They recognized the 
necessity for this avenue of sales but they rejected 
the plan of the Blue Cross and Blue Shield com- 
missions to establish a special limited insurance 
company to handle this program. There was no 
disapproval of the Blue Shield theory of supplying 


_ health care by the voluntary prepayment plan, 


only disagreement as to the method of making 
sales in the case of companies with national cov- 
erage which desired to contract with one organiza- 
tion instead of one (or more) for each state. 


Michigan had favored the establishment of an 
insurance plan, the details to be worked out and 
to be approved by our Michigan Medical Service 
before becoming effective. Other states had joined 
in this program. The American Medical Associa- 
tion has now assumed the responsibility of direct- 
ing the national sales. They have also been in- 
structed to establish and help new Blue Shield 
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plans where they are not now available. Unfor- 
tunately, publicity on this action at the time of the 
St. Louis meeting was bad and much misinforma- 
tion was given the public. 


AMERICAN MEDICAL ASSOCIATION DUES 


T ST. LOUIS at the Interim Session, the 

House of Delegates of the American Medical 
Association, for the first time in its history, assessed 
dues against the complete membership. This was 
in response to a universal demand that the Amer- 
ican Medical Association assume its responsibility 
in public education on matters of medical econom- 
ics as well as matters of scientific progress, not 
forgetting the political implications of both. Again, 
the newspaper publicity on this . assessment was 
very bad. The general public was given the idea 
that a “slush fund” was being created and un- 
fortunately many of our doctors got the same 
idea. For years our progressive doctors through- 
out the country have been urging that the Amer- 
ican Medical Association, and not independent 
committees and unofficial organizations, assume 
the leadership in medical-public relations and the 
fight against socialized medicine. 

We have regretfully heard some complaints 
about the assessment among our doctors, and Mr. 
Oscar R. Ewing of the Federal Security Adminis- 
tration said positively 40 per cent of our doctors 
would not pay this assessment. It is our belief 
that if the American Medical Association had 
taken this step ten years ago and had conducted 
as active a campaign in public education as the 
Michigan State Medical Society has, and if the 
American Medical Association had sparked the 
development of our non-profit medical service 
plans from the beginning, we would not have the 
threat to our unregimented practice that we now 
have. Our membership, to a man, should pay this 
assessment and be glad to do it. It is little enough 
for each one to contribute to protect his future in- 
dependent practice. We were told recently that 
the members of a certain union, which is now 
conducting a strike in one our metropolitan areas, 
are being assessed $35.00 per month in addition 
to the $75.00 per year and a few dollars a month 
of local dues that they normally pay. Nothing 
even approaching that assessment is being asked 
of the medical profession. If we do not meet this 
rather modest request, we can certainly blame our- 
selves for what will happen to us if Mr. Ewing 
and his cohorts have their way. 


222 


EXECUTIVE SESSIONS 


HY THE TWO pieces of “bad” publicity 

just mentioned? Again we protest the cop. 
duct of executive sessions by the American Medica] 
Association’s House of Delegates. Press representa. 
tion throughout the nation had been invited to 
this Interim Session. They were excluded from 
the meeting which took action on the special as. 
sessment. The meeting about Blue Shield follow. 
ed immediately and someone, just remembered 
after the session was called to “rise from Executive 
Session.” The Press representatives should have 
been very carefully informed of these two actions, 
They evidently resorted to by-ways for information, 
and naturally the profession got a “poor press” 
to put it mildly. Many think the adverse reporting 
cannot be easily corrected. Executive sessions have 
a purpose, but should always be handled to our 
advantage instead of disadvantage. 


THE SHORTAGE OF PHYSICIANS 


& SEEMS TO be popular now to decry the 

shortage of physicians. Mr. Oscar R. Ewing 
has told us that we have a shortage and that the 
Government must produce 22,000 more than the 
present production rate within the next ten years, 
in order to supply the needs of the country. We 
are being told that the schools are not producing 
enough and must double their output of physicians 
soon. What are the facts? 


Wayne University in Detroit can admit 68 
freshmen students each year with their facilities 
for instruction and administration. During the 
war, under pressure from the government, they 
admitted 80, but found the increased number un- 
satisfactory when it came to rendering the best 
instruction especially in the laboratory, and op- 
portunities for practice training. Wayne cannot 
take students with residence outside of Michigan. 
Their applicants must undergo a very rigid inspec- 
tion and examination in order to select 68 out 
of a list of approximately 2,000 applicants. 

The University of Michigan can take 120 fresh- 
men students. Their applications must be received 
before the first of March. For the 1948 year, there 
were 1,825 applications. On December 15, 1948, 
there were already 3,000 applications for the class 
entering in September, 1949. Michigan residents 
are given the preference and in the present school 
year only nineteen from out of state were enrolled. 
Incidentally, fifty-seven Michigan residents are 
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EDITORIAL 


registered in out of state medical schools. These 
figures all refer to freshmen students. In order 
to enroll more students, 500 more beds would be 
required in Ann Arbor, together with an increased 
number of instructors, and that would accommo- 
date only fifty more students. 

In the United States, there are 196,000 doctors 
of medicine which gives a ratio of one to every 
790 persons. Six new medical schools are 
being organized now and six more are changing 
from basic science schools to four-year medical 
schools. When these are operating to capacity, 
it is estimated that by 1980 there will be one doc- 
tor to 793 persons in the United States. How 
about this so-called shortage? Michigan has one 
doctor to 750 persons, New York State, one to 511; 
England, one to 1,490; Germany, one to 1,600; 
The Netherlands, one to 1,800; Norway, one to 
1,700; and we are being notified that there are 
now available for entry into the United States, if 
we can take them, over 3,000 well-trained, dis- 
placed physicians from these very European coun- 
tries whose ratio is one to 1,500 or more. 

Naturally parents of these 3,000 or more poten- 
tial students who wish to study medicine in Michi- 
gan and find it impossible to enter medical schools, 
are impressed with the erroneous statements con- 
cerning the: shortage of physicians. Mr. Ewing 
and his socialized program have stressed this short- 
age as one reason for taking over the whole medical 
profession, its education, distribution and use. We 
will admit some areas do not have enough doc- 
Therefore 
the apparent shortage is only poor distribution. 
The medical profession has been trying for some 
years to induce doctors to go into rural areas and 
loan funds have been established to help students 
with that ambition. Our Michigan Foundation for 
Medical and Health Education established a fund 
for that purpose two years ago and to date has had 
no applications! There have been six inquiries 
for information. Incidentally, the University 
of Michigan has an unrestricted loan fund of $60,- 
000 for students in the medical department which 
could be used for training students in rural areas; 
the whole University has approximately $300,000 
in loan funds and no takers. Students today want 
scholarships, not loan funds. Rural doctors must 


tors, but some areas have too many. 


have adequate workshops. 

We believe the problem in this matter of short- 
age of doctors is not in educating more doctors. 
We think too many of our doctors are difficult to 
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find during certain hours and too many have 
adopted rigid appointment schedules of practice. 
That is the worst complaint that we are hearing 
from the public and if that could be corrected, we 
would hear no more complaint of lack of doctors. 


FOOD ALLERGIES? 


READ, or some other form of wheat flour, is 
eaten daily by 95 per cent of our people. 
Starch is the main constituent, although small 
amounts of protein and fat are present due to add- 
ing dry milk solids to the baker’s mix. It is also 
enriched with the essential vitamins by adding iron, 
thiamin, nicotinic acid and riboflavin. 

In 1946, Mellanby in England discovered that 
dogs which were fed flour bleached with nitrogen 
trichloride developed “canine hysteria” or fits. 
Later, experiments on human beings failed to 
show any serious symptoms or pathological changes 
in the brain which could be attributed to eating 
“agenized” flour. This, however, does not rule out 
the possibility of mild irritation to the human ner- 
vous system. 

At a recent meeting in Washington, the Food 
and Drug Administration decided to change the 
standards for the manufacture of flour. Nitrogen 
trichloride will be replaced by chlorine dioxide— 
a harmless bleaching agent. 

In September, at our annual meeting, Dr. T. 
G. Randolph, of Northwestern University, read a 
paper on food allergy. The clinical symptoms of 
wheat allergy are subclinical edema, itching of 
skin, internal tension, profuse mucus production 
and drowsiness. He finds that about half the pa- 
tients who enter a doctor’s office suffer from in- 
ternal tension. By the use of a wheat elimination 
diet, the above symptoms disappeared. 

Could it be that this internal tension is due to 
the use of “agenized” flour instead of being an al- 
lergic reaction to wheat? 

The following taken from The Journal of the 
American Medical Association may serve to clari- 
fy the question: 

“Agenized” Flour 


To the Editor:—I recently read an article on the use 
of nitrogen trichloride (“agene” gas) in the milling and 
bleaching of white flour. The inference was that con- 
sumption of bread made from this flour is injurious to 
human beings. Any information in regard to this sub- 
ject would be appreciated. M.D., Canada 


ANSWER.—“Agenized” flour is a product which is 
produced by exposing the flour to nitrogen trichloride 
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gas (“agene”). “Agene” was widely used in the United 
States for improving the baking quality of flour until 
recently. 

In 1946, Mellanby in England reported the production 
of “canine hysteria” (running fits) by feeding dogs 
flour treated with nitrogen trichloride (“agene”) and 
proved that the toxic element was developed in the 
process by the action of the nitrogen trichloride on the 
wheat protein. American investigators have confirmed 
his findings. 

In all these studies the level of “agenized”’ flour neces- 
sary to produce a reaction in dogs is substantially higher 
than the level of flour which would be used in an or- 
dinary human diet. 

Dr. Elvehjem reported that experiments on 12 human 
beings have revealed no symptoms or encephalographic 
changes after eating “agenized”’ flour or “‘agenized” glu- 
ten in amounts which would unfailingly produce hysteria 
in dogs (J.A:M.A. 135:760-763, 1947). 

The Food and Nutrition Board of the National Re- 
search Council stated that it feels that the use of 
“agene” in treating flour should be abandoned in the 
shortest time which is economically feasible. A more 
complete discussion can be found in the Nov. 22, 1947, 
issue of THE JOURNAL. 

Following a conference held recently in Washington, 
the Food and Drug Administration is working on, and 
probably will issue within a few weeks, revised stand- 
ards for manufacture of flour the principal change in 
which will be substitution of chlorine dioxide for nitrogen 
trichloride (agene) as a bleaching agent. Evidence 
was presented at the conference, attended by represen- 
tatives of federal law enforcement agencies, the milling 
and drug industries and scientists familiar with the toxici- 
ty of agene, that the proposed substitute is both safe 
and practical. Among those who were heard at the con- 
ference sponsored by the Food and Drug Administration 
was Sir Edward Mellanby, who in 1946 demonstrated 
the injurious effect on dogs of white flour bleached with 
nitrogen trichloride (See THE JourNAL of Nov. 22, 1947). 

Frep H. Drummonp, M.D. 
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PRESIDENT’S ADDRESS 


The President in his State of the Union 
address, delivered January 5, 1949, had 
this to say about health: 

“The Government has still other oppor- 
tunities—to help raise the standard of living 
of our citizens. These opportunities lic in 
the fields of social security, health, education, 
housing and civil rights. 

“The present coverage of the social secur- 
ity laws is altogether inadequate, and bene- 
fit payments are too low. One-third of our 
workers are not covered. Those who receive 
old-age and survivors insurance benefits re- 
ceive an average payment of only $25 a 
month. Many others who cannot work be- 
cause they are physically disabled are left to 
the mercy of charity. We should expand this 
social security program, both as to size of 
benefits and extent of coverage, against the 
economic hazards due to unemployment, old- 
age, sickness, and disability. 

“We must spare no effort to raise the gen- 
eral level of health in this country. In a na- 
tion as rich as ours, it is a shocking fact 
that tens of millions lack adequate medical 
care. We are short of doctors, hospitals and 
nurses. We must remedy these shortages: 
Moreover, we need—and must-have without 
further delay—a system of pre-paid medical 
insurance which will enable every American 
to afford good medical care.” 











CORRECTION 


The first paragraphs on page 39 of Dr. N. M. Bittrich’s 
paper “Pre-Anesthetic Medication,” published in the 
January, 1949, issue of THe JourNAL, should read: 

— Emo- 
tional excitement is enhanced by a hyperthyroid 
condition. 


With proper premedication the basal metabolic 
rate can be lowered to a satisfactory starting 
point. We have at our disposal a number of 
well-tried and satisfactory agents to lower the rate, 
reduce emotional excitement, and to relieve pain. 

The evening before operation the patient should 
receive some form of barbiturate to relieve emo- 


tional excitement. Barbiturates do not lower the 
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basal metabolic rate except in overdoses. ‘They 
are especially valuable in relieving emotional ex- 
citement. They do not relieve pain. This is well 
known to all who have attempted to control the 
pain of the obstetric patient with heavy doses of 
barbiturates during the first stage of labor. The 
patient sleeps quietly until a pain occurs, at which 
time she tosses wildly about the bed and must be 
restrained. 

This was correct in the original proofs, but in page 
make-up three lines were reset and not properly re- 
placed. The error is not in the author’s final proof, 
and was missed because in the page proofs a check is 
made only of corrections that have been made. A 
mechanical slip of this nature is almost unheard of, 
and escaped detection. We are sorry.—EpiTor. 
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We Serve with Easter Seals 


By Percy C. Angove 


— what does Easter mean to you? 
Sunrise services—a period of praise and pray- 
er—new spring clothes—baskets of gaily colored 
eggs for the children? Of course, but it means 
much more to untold numbers of crippled children 
because for them, Easter time is Easter Seal time— 
symbolically synonymous of Hope and Resurrec- 
tion, for they must be helped to help themselves. 

Sponsored by an organization well known to and 
appreciated by the doctors of Michigan, namely, 
the Michigan Society for Crippled Children and 
Adults, Inc., the 16th Annual Sale of Easter Seals 
will open on March 17 and end Easter Sunday, 
April 17. 

The mutual interests of the Michigan State 
Medical Society and the Michigan Society for Crip- 
pled Children and Adults, Inc., are deep rooted, 
born of long co-operative association and with vital 
service to the physically handicapped. Through 
the years our two organizations have worked side 
by side. Their very existence represents a bul- 
wark of hope and strength for the crippled and 
afflicted of Michigan. A demonstration of results 
obtained in the accomplishments of specific ends 
Only to mention one instance, 
the Rhematic Fever program. 


are most evident. 


Our organizations, as you know doctor, have 
been an endless source of help to one another, 
sharing experiences and knowledge, overcoming 
obstacles together, maintaining high standards and 
ethical procedures in medical practice, and always 
participating in rendering the best possible service. 
Separately and together, we have acquired tre- 
mendous knowledge and understanding of the sick 
and their needs. As we grow—as we learn—we 
realize more and more the extent of that need. 

We have not reached the limit of our helpfulness. 
We are not content. Much has been accomplished 
but much more remains to be done. We must 
project our plans toward development, and expan- 
sion—creating for the physically handicapped a 
new world of usefulness and self-sufficiency. It 
costs money. Easter Seals again must come to 
the rescue. 

What do Easter Seals make possible? Let us re- 
view some of the activities of the Easter Seal so- 
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ciety—the Michigan Society for Crippled Children 
and Adults, Inc. 


Space will not permit of a 
consideration of our mutual promotional legisla- 
tive and educational activities, rather, we must 





Larry wants to stand and walk 


alone. His braces and especially the 
special walking apparatus are expen- 
sive, but necessary—the doctor said 
so. By buying and using Easter 
Seals, you can help many like Larry 
to run and play like other boys his 
age. 


for the moment give a very brief report of stew- 
ardship, of direct services that were made possible 
by Easter Seals last year. 


Easter Seals and Rheumatic Fever.—Less than 
three years ago the Michigan State Medical So- 
ciety sought the help of the Michigan Society for 
Crippled Children and Adults, Inc. A plan of op- 
erating diagnostic centers by the doctors of Michi- 
gan was devised. There are now 30 such centers. 
The doctors afford the technical service and the 
Michigan Society, the Easter Seal agency, provides 
the finances, last year to the extent of $21,000:which 
together with prior contributions totaled $47,000. 
Has it been worth while? Here is the answer. 
According to the latest available data, approx- 
imately a total of 4,500 patients were referred 
to the centers by doctors of medicine and expertly 
examined. Of this number, over 1,000 were defi- 
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Of 


the remaining, over 1,000 are in need of further 


nitely diagnosed as having rheumatic fever. 


screening, but are being medically treated as a 
safeguard. No wonder the plan is being written 


WE SERVE WITH EASTER SEALS 


tant, one of the most popular programs of the 
society is its occupational therapy and crafts service 
for the homebound, the very severely handicapped 
who in the past were known as the “forgotten 





With world series enthusiasm, these crippled children watch while 
Pete whams a ball to center field. Crutches, braces, special equipment 
and recreational facilities, and many more essential services were made 


available because Easter Seals came to the rescue. 


joy. Buy Easter Seals! 

up and discussed throughout the United States. 
No wonder other states are emulating Michigan’s 
program. The Easter Seal society is merely help- 
ing the doctor do the job. 


Easter Seals and Cerebral Palsy.—The year 1948 
was particularly a very active year in behalf of ce- 
rebral palsied children. A total of nine special clin- 
ics were conducted by the society’s medical consult- 
ant, at which 239 children were examined and as 
the result are under treatment by the doctors of 
Michigan. Many doctors avail themselves of the 
opportunity to attend and observe these clinics. 
A clinic is never held unless with the approval 
of the local Medical Society and referrals must 
finally, come from the doctors of medicine. The 
conduct of these clinics by the Easter Seal society 
cost over $6,000. Is it worth while? 
swer. 


You an- 


Easter Seals and Occupational Therapy for the 
Homebound.—Even though not the most impor- 
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Share your Easter 


cripple.» The Easter Seal society employs six 
full-time qualified registered occupational thera- 
pists. ‘Twenty different sources referred 738 home- 
bound clients, and over 400 were actually provided 
occupational therapy and craft work experiences. 
The society maintains one permanent sale outlet 
for the disposal of finished products which com- 
pare favorably with commercial products of sim- 
ilar kind and are priced accordingly. At different 
times periodic sales were conducted throughout 
the state. When the useful products are sold, all 
profits are returned to the clients. 
stances it’s the first money they have ever earned, 
but, over and above all else they are helped physi- 
cally, mentally, manually and socially. The spark 
of ambition is revived and the homecrafters feel 
less dependent, in fact, this program more often 
than not affects the entire family environment re- 
lationship for good. We consider this the best 
kind of therapy and I’m sure doctor, you will agree 
that it helps the practice of medicine. This pro- 
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sram alone cost the Easter Seal society over $15,- 
000 in 1948. 


Easter Seals and Epilepsy.—An epileptic clinic, to 
date solely financed jointly by the Easter Seal So- 
ciety and its Detroit chapter to the extent of 
$20,000, is located in Detroit. The clinic plans 
and procedure are approved by the Wayne County 
Medical Society, a committee of which act as ad- 
visors. With respect to the practice of medicine, 
the policies are the same as obtained for the Rheu- 
matic Fever program. Doctor-patient relationships 
are strictly maintained. During a short period of 
time and with problems of initial organization, 
there have been over 100 referrals, of which sixty- 
five were accepted for active clinic attention and 
twelve patients have been closed by completion 
of services. The organization and function of the 
clinic have received such favorable consideration, 
that the Michigan Department of Mental Health 
agreed to augment the staff as of July 1, 1948, by 
furnishing a medical director, a psychiatric social 
worker and a clinical psychologist. It is managed 
by a board of directors, among whose members 
are doctors of medicine. A panel of doctors 
recommends and evaluates medical treatment as 
a phase of diagnostic and prognostic procedures 
leading to physical rehabilitation. 


Easter Seals and Camping.—Because of the 
many advantages derived from the standpoint of 
health, education and social adjustment from sum- 
mer camping and day camping experiences, these 
activities were stressed for the more severely han- 
dicapped such as the cerebral palsied and rheu- 
matic fever patients, who because of the nature 
of the handicap and the need for special care, in 
the past have been deprived of well-regulated, 
wholesome, healthful, activities. This past sum- 
mer, the Easter Seal society expended over $5,000 


in this type of service accommodating over 200 
children. 


Easter Seals and Scholarships.—Because of the 
drastic shortage of such technicians as physical 
therapists, occupational therapists and special 
teachers, the Easter Seal society maintains a schol- 
arship policy, the purpose of which is to recruit 
professionally trained personnel. During the past 
year thirty-two students have been the recipients 
at a total cost of over $4,000. Easter Seal money. 
The value of this particular service can never be 
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mentioned in terms of dollars and cents, but we 
do know that untold numbers of severely handi- 
capped children, over a long period of years, will 
be the beneficiaries. 





Even crippled boys can produce, 
if given the opportunity. Young 
farmer Charlie wears braces and 
crutches, but he helps with gar- 
dening at a summer camp for han- 
dicapped youngsters. Helping 
crippled children toward independ- 
ence is made possible through your 
purchase of Easter Seals. 


Easter Seals and The Road Ahead.—The fore- 
going only relates a very few of some of the so- 
ciety’s major activities. There are many more 
services made possible by the Easter Seal—such 
as, transportation to and from clinics, hospitals 
and schools, wheel chairs, braces, and prosthesis, 
special equipment, home tutoring, et cetera, et 
cetera. 

What about the future goals born of necessity? 
The needs of the physically handicapped are many 
and varied, and they present an ever-increasing 
challenge. What are some of these goals? 


1. Better and increased facilities for the severely han- 
dicapped wherever he lives. 
2. More and better care for rheumatic fever sufferers 
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by enlarging the present program and encouraging the 
support of others. 

3. Nursery schools for the very young handicapped 
children where proper medical care and training can 
go hand in hand. 

4. The training and employment of more speech and 
hearing therapists. 

5. More occupational therapy and craftwork for the 
more homebound patients with both functional therapy 
and/or prevocational and vocational values. 

6. Recruiting more adequately trained technicians in 
the proper care and treatment of the more severely han- 
dicapped; the lack of technicians has created a serious 
bottleneck in work in their behalf. 

7. To encourage the employment of physically han- 
dicapped without discrimination. 


So much is involved that all of these goals can- 
not be immediately met, but, with these goals be- 
fore us we accept the challenge with Easter Seals. 

Doctor, we thank you for your help and co- 
Any achievement is due to 
all concerned working jointly. We, of the Michi- 
gan Society for Crippled Children and Adults, 
Inc., pledge ourselves to more and better service, 
realizing that the constant growth in service, re- 
flects the Easter Seal society’s fundamental need, 
and that the increase in public confidence in the 
society’s ever-expanding program reflect real hu- 
man values. 


operation in the past. 


Buy and Use Easter Seals 


You can help the cause greatly and cause others 
to purchase Easter Seals, if you use them on your 
office correspondence, statements, and other com- 
If, by any chance, you may not be 
afforded the opportunity locally to purchase Easter 


munications. 


Seals, they are available by writing to 


The Michigan Society for Crippled Children 
and Adults, Inc. 
449 West Ferry Avenue 
Detroit 2, Michigan. 
Any help, no matter how small, will be greatly 
appreciated. 


FOURTEEN COMETS FOUND IN 1948 


“The year 1948 was another record-breaking one for 
comet seekers,” Dr. Fred L. Whipple of Harvard Observ- 
atory revealed at the meeting of the American Astronomi- 
cal Society in New Haven, Conn. 

Fourteen comets were spotted during the year. This 
is as large a number as has ever been found, and only 
the third time on record when.over an even dozen have 
been spotted in a single year. 
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Communication 
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Mr. Oliver Ebel, Secretary 
Kansas State Medical Society 
Topeka, Kansas 


My dear Mr. Ebel: 


I have just run across something that I think is of jm. 
mense interest and importance in furthering the plan 
promoted by Dr. Murphy and others for improving the 
medical facilities in Kansas. 

I refer to a booklet entitled “Planning Your Career’ 
published by the Michigan State Medical Society, 2020 
Olds Tower, Lansing, Michigan. I think copies of this 
booklet should be placed in every high school in Kansas, 
In this way we would recruit people to be interested in 
careers associated with medical practice. As you will see, 
this includes dietitians, nurses, hospital administrators, 
pharmacists, and many others. 

I would like to see our Medical Society buy 50,000 
copies of this from the Michigan State Medical So. 
ciety, or get permission to reprint it under our own 
imprimatur. Will you take it up before the Execu- 
tive Committee and let me know what they do? 

Sincerely yours, 


December 15, 1948 Karu A. MENNINGER, M_D. 


UNIVERSITY POSTGRADUATE COURSES—1949 


Brief Review Courses for Graduates in Medicine 


Anatomy (Thursdays)—February 10-May 26 

Internal Medicine: 
Diseases of the Gastro-Intestinal Tract—March 14-18 
Metabolism and Endocrinology—March 21-25 
Rheumatology—March 28-30 
Recent Advances in Therapeutics—March 31-April | 
Diseases of the Heart—April 4-8 
Diseases of the Blood—April 11-15 
Allergy—April 18-22 
Electrocardiographic 


ber 3 
Ophthalmology Conference—March 7-9 


Diagnosis—August 29-Septem- 


Otolaryngology Conference—March 10-12 
Pediatrics—April 13-15 
Roentgenology, Diagnostic—April 18-22 


Summer Session Courses—June 20-August 13. 


For further information write to 


Howarp H. Cummincs, M.D. 
Department of Postgraduate Medicine, Room 2040 
University Hospital, Ann Arbor, Michigan 
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Know Your MSMS Officers 


They are Leaders in Professional and Civic Activities on the 
Local, State, and National Levels 


President Edward Frank Sladek, M.D. 


Traverse City 


Dr. Sladek completed his 
pre-medical work at the Lew- 
iston Institute in Chicago and 
the University of Illinois. He 
then received his M.D. degree 
from the University of Illinois, 
and served his internship at 
Michael Hospital in 
Chicago. 


Reese 
His 


training includes special clini- 


postgraduate 


cal work in proctology in Detroit, Rochester, 
Minnesota, and Chicago. 


An officer in the Medical Reserve Corps in 
World War I, Dr. Sladek is a member of the Amer- 
ican Legion. He is also chairman of the Public 
Welfare Committee of the Traverse City Chamber 
of Commerce, a member of the Board of Directors 


of Michigan Medical Service, and of the Elks, 
Knights Templar, and the American Legion. 


Dr. Sladek numbers among his professional 
memberships those as affiliate member of the 
American Proctological Society, and Fellow of the 
International College of Surgeons; he serves as 
president of the Associated States Postgraduate 
Committee, as well as of the National Conference 
on Medical Service. 


He is now on the staff of the J, D. Munson 
Hospital, consulting proctologist of the Central 
Michigan Children’s Clinic, and consulting proc- 
tologist of the Traverse City State Hospital. 


Dr. Sladek has written several papers, including 
“The Physical Rehabilitation Program of the U. S. 
Government,” “The Activities of a State Medical 
Society,” and “Co-Operative Activities Between 
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Physicians and Druggists. 


He served as Councilor of District 9 for ten years 
and as chairman of The Council for three years, 
prior to his election to the presidency of the Michi- 
gan State Medical Society. 
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President-elect William E. Barstow, M.D. 
St. Louis 


Dr. Barstow was graduated 
from the University of Michi- 
gan Medical School in 1905 
and is the oldest practicing 
physician in St. Louis, having 
been there for forty-three 
years. 

Active in community affairs, 
Dr. Barstow is past president 
of the Rotary Club, executive 
councilor of the Saginaw Area Boy Scout Council, 
a Silver Beaver in the same organization, a life 
member of the Masonic Lodge, director of the 
Gratiot Country Club and a member of the St. 
Louis Sportsman’s Club. He has served six years 
as president of the school board and was medical 
representative for the local draft board during the 
past war. 

Professionally, Dr. Barstow has served two terms 
as president of the Gratiot-Isabella-Clare County 
Medical Society as well as two terms as secretary 
of the same group. He has been Councilor for the 
MSMS for the past twelve years and has attended 
every annual session since 1910. 

He is now chief-of-staff at the R. B. Smith 
Hospital, Alma, and is affiliated with Community 
Hospital, Mount Pleasant, and Mercy Hospital, 
Bay City. 


Council Chairman Otto O. Beck, M.D. 
Birmingham 

Dr. Beck received his pre- 
medical training at Central 
Wesleyan College, Warrenton, 
Missouri, and the University 
of Missouri, and his M.D. de- 
gree from Northwestern Uni- 
versity. Both his internship 
and one ‘year residency were 
served at Harper Hospital, De- 
troit. 

Following service in the first World War, Dr. 
Beck was appointed medical director for the Oren- 
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burg (Russia) District of the American Relief 
Administration. 

Dr. Beck has served as president of the Exchange 
Club and worked on various committees of the 
Birmingham Chamber of Commerce. 

At present, Dr. Beck is serving as a member of 
the Birmingham Exchange, and is on the staff 
of the St. Joseph Mercy Hospital in Pontiac. He 
is also Councilor for District 15 and a trustee of 


Michigan Hospital Service. 


Vice-chairman Reader J. Hubbell, M.D. . 
Kalamazoo 

Dr. Hubbell took his pre- 
medical and M.D. degrees at 
Northwestern University, serv- 
ing his internship at Wesley 
Memorial Hospital in Chicago. 
He later studied urology under 
B. A. Thomas, M.D., of Phil- 
adelphia. Dr. Hubbell is a 
Fellow of the American Uro- 
logical Association and a Dip- 
lomate of the American Board of Urology. 

The Vice-Chairman of The MSMS Council is 
a Rotarian and a past member of the Boy Scout 
Council. He was also instrumental in the forma- 
tion of the first Michigan Rural Health Conference 
several years back. 

At the present time Dr. Hubbell is a staff mem- 
ber of Borgess and Bronson Hospitals in Kalama- 
zoo, consultant at the Kalamazoo State Hospital, 
Fairmont Hospital, and the Del Vista Sanitarium, 
Plainwell, Michigan. 








His latest scientific paper on “Prostatic Sur- 
gery” has been submitted for publication in THE 
Journat of the Michigan State Medical Society. 

Dr. Hubbell is Councilor for District 4. 


Secretary L. Fernald Foster, M.D. 

Bay City 

Dr. Foster attended Lafay- 
ette College where he graduat- 
ed with a Ph.B. degree. He 
received his M.D. at the Uni- 
versity of Pennsylvania, with 
his internship and residency at 
Presbyterian Hospital, Phila- 
delphia. He has done post- 
graduate work at the Univer- 


Johns 








sity of Pennsylvania, 
Hopkins, and Washington University. 


230 


A medical reserve officer in World War I, p; [§ and is 4 
Foster has been extremely active in civic ang & the 5™ 
fraternal organizations. He is a past president oj § mittee ‘ 
the Bay City Rotary Club, a member of fj, § a truste 
Lodge, the Masonic Orders, and the American Le. Past ‘ 
gion. In addition, he is a member of the Kapp, dey | 
Sigma and Alpha Kappa Kappa Fraternities. Michig: 

Dr. Foster has always been active in his profes. — 
sional affiliations, serving as secretary of the Bay § “” orga 
County Medical Society for twenty-five years, and “a 
the Michigan State Medical Society for thirteen — 

e Is 


years. He is also a Diplomate of the American 
Board of Pediatrics and of the National Board of 
Medical Examiners, as well as a member of the 
American Academy of Pediatrics. He served a 
president of the National Conference on Medical 
Service ten years ago, and is now one of the five 
directors of the Co-operative Medical Advertising 
Bureau of the AMA which handles the business 
side of thirty-four state medical journals. 


In addition to private practice, his duties in- 
clude those of chief of the Department of Pediat- 
rics, Mercy Hospital, visiting pediatrician, Bay 
City General Hospital, and consulting pediatrician 
at the Midland and Mt. Pleasant Hospitals. 





graduz 








In h 

Treasurer Andrew S. Brunk, M.D. Dr. D 
Detroit Board. 

Dr. Brunk. was graduated J ™4? ' 

from Lima High School in Count 

Ohio in 1904, finishing his pre} D®- 

medical study at Baldwin Uni- Boys’ 

versity in 1905. He _ then a 

gained his M.D. at Ohio State | “ als 

College in 1909. His intern- | **tve 

ship was spent in Cleveland, | In 

Ohio, at the Huron Road Hos- Tar : 

pital. Dr. Brunk has done Medi 

postgraduate work at New York Postgraduate Hos- the : 
pital and Barnes Hospital, St. Louis, Missouri. Medi 

He started his practice in La Junta, Colorado, ' Dr. 
leaving there in 1924 to establish himself in De- —_ 
troit. During the first World War he served as Mich 
chairman of the Otero (Colorado) County Draft 
Board. 

Civilian activities include membership in the 
Economic Club of Detroit, the Detroit Athletic 
Club and the Beach Grove Golf Club of Canada. 

Dr. Brunk is president of the Michigan Health } 1946 
Council. He has served on the Executive GCom- | $743 
mittee of Michigan Medical Service since 1939 | iso 
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and is a member of its Board of Directors. During 
the same period he acted on the Executive Com- 
mittee of Michigan Hospital Service and is also 
a trustee of that organization. 

Past offices held by Dr. Brunk include the presi- 
dency of the Wayne County Medical Society, 


Michigan State Medical Society and the Con- . 


ference of Presidents of State Medical Societies, 
an organization which he created. 

Dr. Brunk founded the Martin Place Hospital 
and today is secretary-treasurer of that institution. 
He is also on the staff at Jennings Hospital. 


Speaker John S. DeTar, M.D. 

Milan 

Dr. DeTar completed his 
premedical training at Wayne 
University and the University 
of Michigan. He received his 
M.D. spending two years at 
the University of Michigan, 
followed by two years at 
Wayne University. He served 
his internship at Henry Ford 
Hospital, and attended post- 
sraduate courses at the University of Michigan. 

In his capacity as one of Milan’s leading citizens, 
Dr. DeTar officiates as president of the Library 
Board, president of the Community Council, chair- 
man of the Citizen’s Committee of Washtenaw 
County, and member of the Recreation Council. 

Dr. DeTar further acts as a leader in the Milan 
Boys’ Club and is team physician and chief sup- 
porter for Milan High School Athletic teams. He 
is also on the Milan Veterans Council and an 
active member of Rotary Club. 

In addition to his civic responsibilities, Dr. De- 
Tar is a past president of the Washtenaw County 
Medical Society and has officiated as Speaker of 
the House of Delegates of the Michigan State 
Medical Society since 1947. 

Dr. DeTar was chosen as “Michigan’s Foremost 
Family Physician of 1948” by The Council of the 
Michigan State Medical Society, last January. 





Editor Wilfrid Haughey, M.D. 
Battle Creek 


Dr. Haughey received his 
premedical training at the 
University of Michigan and 
the University of Detroit, and 
his M.D. degree from the 
Wayne University College of 
Medicine. He interned at 
Harper Hospital, Detroit, and 
did postgraduate work in Chi- 
cago, Philadelphia, Harvard 
College, Rochester, N. Y., and Rochester, Min- 
nesota. 

He was a Major in the Medical Reserve Corps 
in World War I, and served as a Lt. Colonel in 
the reserves until his retirement. Among his many 
civic activities Dr. Haughey is past president and 
life member of the Board of Directors of the Battle 
Creek Community Fund, member of Kiwanis, for- 
mer president of Exchange Club, past president 
of the University of Michigan Club, vice president 
of Michigan Medical Service, served eight years 
on the Board of Directors of Michigan Hospital 
Service, and is a member of the Torch Club. 

In professional organizations, he is past president 
of the Southern Michigan Triological Association, 
past vice president of the Detroit Otolaryngological 
Association, past president and secretary for ten 
years of the Calhoun County Medical Society, and 
life member of the American Academy of Ophthal- 
mology and Otolaryngology. 

Dr. Haughey, at the present time, is Chief of 
Eye, Ear, Nose and Throat, at Battle Creek Sani- 
tarium, Chief of Ophthalmology of Leila Hospital, 
on the staff of Community Hospital, and is con- 
sultant for Veteran’s Hospital and the Roosevelt 
American Legion Hospital. 


Editor’s Note: The members of The Council, Michigan 
State Medical Society, will be featured in the March 
and April, 1949, issues. 





Expenditures of Federal Security Agency, 1946-1950 


(In millions) 


1950 (estimated) 


1946 1947 1948 1949 Under existing Under proposed 
legislation legislation 
$743 $928 $1,028 $1,370 1,511 $1,897 
Source: The Budget of the United States Government for the Fiscal Year Ending June 30, 1950, Washington, 1949, p. 1386. 
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Michigan’s Department of Health 


Albert E. Heustis, M.D., Commissioner 





LEADING CAUSES OF DEATH CHANGE 


When all the figures have been tallied, the year 1948 
will be known as the healthiest in Michigan’s history. 

The death rate for 1948 will be the lowest in ‘the 
state’s history. On the basis of the first ten months fig- 
ures, the state’s death rate will drop to 9.15 per 1,000 
population as compared with the rate of 9.36 in 1947 
and the previous low of 9.52 in 1942. 

The incidence of communicable disease and the death 
rate from communicable disease in the state will reach 
an all-time low. Infant and maternal death rates will 
also be at all-time lows. 

Judging from the first nine months of the year the 
ten leading causes of death will undergo several changes. 
The only two communicable diseases among major causes 
of death will move down the list; pneumonia from sixth 
to seventh place, and tuberculosis from eighth to ninth 
place. Both prematurity and diabetes will move up; 
prematurity from seventh to sixth place and diabetes 
from ninth to eighth place. 

Heart disease will continue to lead all other causes 
of death. There will be about two and one-third times 
as many deaths from this as from the next cause of death 
—cancer. During the first nine months of 1948, heart 
disease caused 13,936 deaths in comparison with 13,705 
for the same period in 1947. 

The ten leading causes of death for the year will be: 
heart disease, cancer, apoplexy, accidents, inflammation 
of the kidney, premature births, pneumonias, diabetes, 
tuberculosis, and arteriosclerosis. 


ASSIGNED TO DISEASE CONTROL 


Robert William Menges, D.V.M., M.P.H., has suc- 
ceeded Arthur H. Wolff, D.V.M., in the salmonella and 
rabies work of the Bureau of Disease Control, Michigan 
Department of Health. Dr. Wolff left January 1 for 
a new assignment with Public Health Service in Bethesda, 
Maryland. He will do research on anthrax at the 
National Institute of Health. Dr. Menges came to 
Michigan from an assignment in Mexico where he worked 
on control of hoof and mouth disease among cattle. 


REPORT INFANT CARE CHARGES AT ONCE 


The activity in the maternity phase of the Emergency 
Maternity and Infant Care program in Michigan ended 
with the year 1948. The last outstanding bill for ma- 
ternity care was received and paid in December. 

As a result of action taken by Congress in April, 1948, 
to liquidate the program, no authorizations to pay for 
medical and hospital maternity care of servicemen’s wives 
have been issued by the Michigan Department of Health 
since July 1, 1948, and settlement of all maternity cases 
authorized prior to that established’ deadline has been 
accomplished in the ensuing six months. 
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Little more than five months remain to conclude the 
infant care portion of the program. The deadline fo; 
infant care is April 4, 1949. At that time ail infany 
whose mothers received care under the program wil 
have reached the age of one year and will no longe; 
be eligible for medical and hospital care. 

Since no funds will be available after July 1, 1949, fo, 
payment on outstanding authorizations for infant care. 
doctors and hospitals are urged to submit their invoices 
for services rendered under the program. 


FREE PENICILLIN FOR 7 
GONORRHEA TREATMENT 


The Michigan Department of Health, Bureau of 
Venereal Disease Control, has made penicillin available 
for distribution to private physicians for the treatment 
of gonorrhea. This penicillin will be supplied to local 
health departments and will be distributed to private 
physicians by them on a replacement basig. The Depart. 
ment feels that this procedure will be’ an additional 
measure toward the control of the venei@al diseases. The 
penicillin will be distributed without cost to the private 
physicians for use with their private patients in their 
own offices. 

The penicillin available for distribution is procaine 
penicillin in oil which can be administered in one treat- 
ment by the doctor. Experience has shown that one 
treatment of 300,000 units of penicillin will cure most 
cases of gonorrhea. Very few patients will require r- 
treatment. 


RECORDS OF LABORATORY EXAMINATIONS 


The laboratories of the Department are now keeping 
on file for a minimum of one year, the original rec- 
ords of laboratory specimens with the following excep- 
tions: (1) Syphilis and tuberculosis, two years; (2) 
histopathology and toxicology, permanently; and (3) sani- 
tary bacteriology and chemistry, which are filed with the 
Bureau of Engineering. 


BIOLOGIC PRODUCTS ANNIVERSARY 

January marked the 27th anniversary of the Michigan 
Department of Health’s free distribution of biologic prod- 
ucts for the prevention, diagnosis and treatment of dis- 
ease. 

Michigan was one of the first states to provide biologic 
products free to the physicians of the state. This was 
begun in January, 1922, with a product for treatment 
of diphtheria. 

During the 1947-48 fiscal year, the Michigan Depart- 
ment of Health Jaboratories manufactured 2,534,125 
doses of biologic and other products which were dis- 
tributed free to physicians of the state, These included 


(Continued on Page 234) 
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for effective heating - 


for increased 


blood flow-- 


A recently completed study by an outstand- 
ing group* reveals that in humans as well 
as in animals a significant increase in blood 
flow accompanies efficient diathermic heat- 
ing. 
*Wakim, K. G.; Gersten, J. W.; Herrick, 
J. F.; Elkins, E. C.; Krusen, F. H. and 
Porter, A. N.: The Effects of Diathermy 
on the Flow of Blood in the Extremities, 


— Physical Medicine, 29 :583-93 (Sept.) 
1948. 


The BURDICK 
X85 SHORT WAVE DIATHERMY 
Crystal Controlled 


— meets the rigid requirements of the 
Council on Physical Medicine of the 
American Medical Association for efficient 
heating. It produces deep heating and has 
the capacity to heat an entire extremity or 
other large area, as well as adaptability for 
treating small localized areas. 





THE G. A. INGRAM COMPANY 


4444 Woodward Ave. 


Detroit 1, Mich. 
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BIOLOGIC PRODUCTS ANNIVERSARY 
(Continued from Page 232) 


products for the prevention, treatment, or diagnosis 9 
such illnesses as diphtheria, smallpox, whooping Cough, 
typhoid fever, tetanus, rabies, scarlet fever, influengy| 
and meningococcic meningitis, tuberculosis, syphilis ang 
gonorrheal opthalmia. They also included blood plasma 
These products are produced in the Lansing laboratorie 
of the Department. 


VISIT DEPARTMENT 


Dr. Erkki Leppo, Finland’s representative to the World 
Health Organization and former director of Finland’; 
local health services, visited the Michigan Department 
of Health in late December. Dr. Leppo visited jp 
Michigan ten years ago when he met and married Dr. 
Pearl Toivonen, then director of the Ontonagon Health 
Department. Dr. Pearl Leppo recently accepted a pos. 
tion as director of the Mason County Health Department, 
In the interim they have made their home in Finland. 

Another December visitor to the Department was 
Dr. H. E. Henkel, health officer from Hesse, a county 


.of 50,000, in Germany. His visit was arranged by the 


Public Health Service for the Office of Military Gov. 
ernment in Germany. 


NEGRO HEALTH WEEK 


The thirty-fifth annual observance of National Negro 
Health Week will be held April 3 to 10, according 
to Public Health Service. This year’s objective for the 
week is “Co-operate with Your Local Health Agencies 
and Your Neighbors for Better Health and Sanitation 
in Your Community.” 


INCIDENCE OF COMMUNICABLE DISEASE 


Disease December, 1948 December, 1947 
ITED. seisihnieiteinsidaitntocheniaaes 12 14 
GORGEIREA  .......ccessceiscccedee, ae 700 862 
*Lobar pneumonia................ 76 82 
EER rR 1496 3096 
*Meningococcic meningitis... 9 7 
RET ORR nN 122 644 
PTD osicisncessesnssciatine 24 23 
a 917 446 
I ie i aaa 861 1069 
, STIR Ire 551 650 
*Typhoid fever................... 2 8 
*Undulant fever.................... 16 44 
SII uineshcinisaiicsnstishetteanicice oo 0 


*Provisional figures. 


WATER AND SEWAGE COURSES BEING GIVEN 


For the fifth consecutive year extension courses for 
water works and sewage works operators are being of- 
fered through the co-operation of the Departments of 
Health and Public Instruction, the University of Michi- 
gan, the Michigan Section of the American Water Works 
Association and the Michigan Sewage Works Association. 

Classes which meet once a week for twelve to fourteen 
weeks are being held in six cities. This year, for the first 
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MICHIGAN’S DEPARTMENT OF HEALTH 


ime, two-, three- or five-day institutes‘on water and sew- 
je works problems are planned. They are to be held 
eatly in April, one in Traverse City, and the other in 
jon Mountain, Escanaba or Marquette. Bacteriology, 
pilogy, stream pollution, industrial waste disposal, and 
engineering will be among the subjects considered. 


DETROIT PHYSIOLOGICAL SOCIETY 


Gastric Secretory Response 


(Continued from Page 218) 


combination of hypermotility and acid stimula- 
tion. The concurrent administration of oral ant- 
acids may be advisable in such patients. 

The gastric response to intravenous amino acids 
may possibly be used to supplement other measures 
in the evaluation of vagotomy patients pre-opera- 
tively and postoperatively. This is being inves- 
tigated further at the present time. 


The Relationship Between Spontaneous Activity 
and the Basal Metabolic Rate as Influenced by 
Certain Sympathomimetic Compounds 


F. A. Waterman, Wayne University, Detroit, 
Michigan. 


With the increase in number of sympathomi- 
metic amines in use and under investigation for 
their circulatory effects it becomes necessary to 
study their effects on the central nervous system 
with ever-increasing accuracy. The apparatus used 
has been described by Waterman (Sci. 106:499). 
This apparatus was tested by using, as controls, 
albino rats injected with normal saline, comparing 
them with dl-Benzedrine HCl and Neosynephrine 
HC]. 

The d and | isomers of N-methyl-cyclohexyliso- 
propylamine HCl were studied. The d isomer 
was found to be more stimulating than the | form. 
This is not in agreement with reports by other 
workers in the field. 

Studies of oxygen consumption showed that the 
basal metabolic rate paralleled the activity studies 
as influenced by these compounds. 

Another compound, 1 (3', 4*-dihydroxypheny]) - 
2-isopropylamino-ethanol HC] (Isuprel) has no 
exciting effect upon the central nervous system at 
all. The animal is in complete collapse and the 
basal metabolic rate is high. This is probably due 
to the great amount of peripheral vasodilation 
which occurs along with the very rapid heart rate 
caused by the profound fall in blood pressure. 
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SURGICAL CORSETS 
SPINAL BRACES 
ARTIFICIAL LIMBS 
LEG BRACES 


Prescription Work 
a Specialty 


D. R. COON 


COMPANY 
4200 WOODWARD AVE. 


CORNER OF WILLIS 
TEMPLE 1-5103 


DETROIT 1, MICH. 
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In Memoriam | 


WILLIAM E. JEWETT, M.D., Adrian, Michigan 
was born on June 11, 1872, in Adrian, Michigan, ang 
graduated from the Starling Medical College, Columbys 
Ohio, in 1897. Over a period of twelve years, Dr. Jewet, 
continued his studies at the Postgraduate College ang 
Hospital, Chicago, the Polyclinic Medical School ang 
Hospital, New York, and the Postgraduate School and 
Hospital, New York. He was a Fellow in the Americay 
College of Surgeons, a Life Member of the Lenawee 
County Medical Society, the Michigan State Medical 
Society and the American Medical Association. Dr, 
Jewett had practiced for a period of fifty vears jp 
Adrian in the same location used by his father. He wa: 
a charter member of the New York Central Lines Sy. 
geons Association and had been company surgeon since 
1900. He was also company surgeon for the D. T. & | 
Railroad for a period of twenty-six years. Dr. Jewett 
passed on, December 3, 1948, in Toledo, Ohio, at the 
age of seventy-six years. 





THEOPHIL KLINGMAN, SR., M.D., of Ann Arbor, 
Michigan, was born in Scio Township, Washtenaw Coun- 
ty, in 1868 and graduated from the University of Michi- 
gan Medical School in 1892. He also studied at the 
University of Leipzig, the University of Berlin and 
Cordia College, Fort Wayne, Indiana. Dr. Klingman was 
Director of the Mercywood Neuropsychiatric Hospital in 
Ann Arbor, was a former member of the Washtenaw 
County Medical Society, the American Medical Asso- 
ciation and the Michigan State Medical Society. He 
was a member of the Michigan Society for Neurology and 
Psychiatry and the Association for Research in Nervous 
and Mental Diseases. He belonged to the Phi Beta Pi 
medical fraternity and Phi Delta Chi. Dr. Klingman 
was a member of the faculty of the University of 
Michigan from 1899 to 1920. He died on September 
19, 1948, in Ann Arbor, Michigan, at the age of 
eighty years. 


FRED E. MURPHY, M.D., of Traverse City, Michi- | 
‘gan, was born in Petoskey, Michigan, in 1877 and grad- 


uated from the Wayne University College of Medicine in 
1906. Dr. Murphy practiced medicine in Detroit, Grand 
Rapids, South Manitou Island, Leland, Lake Leelanau, 
for eighteen years in the Village of Cedar and for seven 
years in Traverse City, Michigan. He was a former mem- 
ber of the Grand Traverse County Medical Society, the 
American Medical Association and the Michigan State 
Medical Society. Dr. Murphy passed on, December |, 
1948, in Traverse: City, Michigan, at the age of seventy- 
one years. 





The citizen as a patient is the only thing to be con- 
sidered. A man with an aching “tummy” wants relief 
rather than have his doctor delayed by filling a lot of 
forms. 
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THE HAVEN 


1850 PONTIAC ROAD 


Leo H. BartTEMEIER, M.D. 
Chairman of the Board 
Emit L. FroericHer, M.D. 
Clinical Director 


SANITARIUM, INC. 


ROCHESTER, MICHIGAN 
Telephone 944] 


A private hospital 25 miles north of Detroit for the 
diagnosis and treatment of mental and emotional 
illness—psychoanalytically trained resident physi- 








Mr. GRAHAM SHINNICK 


cians. 
Manager 











Castle Equipment... 


In Any Office or Clinic 
‘"95'' STERILIZER 


For Boiling Instruments When 
Autoclave Is Not Needed 


CASTLE 


16” x 6” x4” recessed Instrument Boiler, Cast-In-Bronze for long life and “Full-Auto- 
matic” for safety. Boiler interior coated with pure block tin to eliminate corrosion. 
Sloped ‘bottom on boiler permits quick draining through non-clogging draincock. 
Comes with metal or glass door (95-G). Illuminated interior with 2 removable plate 
glass shelves. Convenient, trouble-free, oil check foot-lift. Non-rusting aluminum base 
with toe recess. 








For full details on the complete line of Castle Lights and Sterilizers, write or call: 


NOBLE-BLACKMER, INC. 


267 W. MICHIGAN AVE. 


JACKSON, MICHIGAN PHONE 2-8146 
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Provides New Safety and Efficiency 












































e e e e e * 


“Better to light one candle than to curse the dark- 
ness.”’—An old Chinese Proverb. 
* * * 


Federal and State Narcotic Licenses.—Be sure to renew 
these licenses before July 1, 1949. 


* * * 


Fulton Lewis, Jr., in his Mutual Network broadcast of 
January 4, 1949, took a withering blast at socialized medi- 
cine. 

* * * 

The Manistee County Medical Society contributes $100 
annually—as of April 1—to the Michigan Foundation for 
Medical and Health Education. 


7 * * 


Two hundred eighty-one (281) guest essayists, from 
out of the State of Michigan, have appeared on the Gen- 
eral Assembly programs at MSMS Annual Sessions from 
1936 through 1948. 

* * * 

Lowell S. Goin, M.D., Los Angeles, and J. Elliott 
Scarborough, Jr., M.D., Atlanta, have been appointed to 
the National Advisory Cancer Council by Surgeon Gen- 
eral L. A. Scheele, USPHS. 


* * * 


Norman F. Miller, M.D., Ann Arbor, will be one of 
the speakers at the first annual scientific assembly of the 
American Academy of General Practice, Netherland Plaza 
Hotel, Cincinnati, March 7-8-9, 1949. 

* * * 

Louis J. Gariepy, M.D., and Lawrence Wm. Gardner, 
M.D., Detroit, are authors of an original article “Primary 
Carcinoma of the Gall Bladder’ which was published in 
the Southern Surgeon, December, 1948. 

* #* # 

A. D. Allen, M.D., Bay City, and John R. Rodger, 
M.D., Bellaire, have been re-appointed to the Michigan 
Advisory Hospital Council, office of Hospital Survey 
and Construction. Congratulations, Drs. Allen and 
Rodger! 

* * * 

The Houghton Lake General Hospital was opened for 
inspection on Sunday, December 12. Residents of the 
Michigan resort area of Houghton Lake inspected the fa- 
cilities of their new nonprofit hospital, now open to the 


public. 
* * * 


The Phi Beta Pi Quarterly.—A letter from the Editor, 
Emmett B. Carmichael, Medical College of Alabama, 
Birmingham 5, Alabama, asks for back numbers of the 
Phi Beta Pi Quarterly which will be placed in medical 
libraries. All numbers are requested, but the last four 
or five years are especially desired. 
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eT 


At the Centennial of the Wayne County Medical 
Society, Congressman Walter H. Judd, M.D., will 
be speaker at the Centennial Dinner in the Foun- 


tain Ballroom of the Masonic Temple, Tuesday, 
April 26, 1949. 











A. C. Furstenberg, M.D., Ann Arbor, will appear be. 
fore the Annual Clinical Conference of the Chicago Medj- 
cal Society in Chicago on March 2. His subject js 
“Anti-biotics in the Treatment in Diseases of the Ear, 
Nose, and Throat.” 

* * * 

Another fine activity of the Wayne County Medical 
Society is its joint meeting with the Woman’s Auxiliary, 
scheduled for March 7, which will feature dramatic and 
musical skits. Congratulations, Wayne County Medical 
Society! 

* * # 

The Jackson County Medical Society, at its annual 
banquet on December 9, made Carl M. Saunders, Editor 
of the Jackson Citizen Patriot, an Honorary Member of 
the Society. A scroll was presented to Editor Saunders by 
retiring President E. H. Corley, M.D. 

* * * 


The Saginaw County Medical Society is going to have 
a bulletin. Preliminary work on the new county medical 
society publication is being pursued by R. D. Mudd, 
M.D. Congratulations, Saginaw, on this move, and all 
success in the venture! 
* * # 


The Detroit Institute of Cancer Research has just re- 
ceived a research grant of $6,000 from the United States 
Public Health Service, National Cancer Institute, Fed- 
eral Security Agency. The subject is Lipid studies in 
relation to carcinogenesis. 


* ca * 


H.H. Gay, M.D., Midland, and J. Duane Miller, M.D., 
Grand Rapids, were representatives of the Michigan State 
Medical Society at the Ninth Congress on Industrial 
Health, sponsored by the American Medical Association, 
held in Chicago last month. 


* * oe 


“Public Relations in the field of medicine is nothing 
more than mutual understanding, respect and sometimes 
affection. It is a high and continuing regard for the 
other fellow—your patient. He is a mighty important 
cog in the AMA public relations machine.”—Georce F. 
Lui, M.D., in AMA Secretary’s Letter, December 20, 
1948. 
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H. Marvin Pollard, M.D., Henry C. Bryant, M.D, 
Malcolm Block, M.D., and Winston C. Hall, M.D., of 
Ann Arbor, are authors of an original article “Diagnosis 
of Gastric Neoplasms” which appeared in JAMA of 


January 8. 
* * * 


A chiropractor certificate does not satisfy the require- 
ments of an adequate physical examination for students 


in Michigan schools, according to a recent opinion of 


the Michigan Attorney General, which points out that 
chiropractors are limited by law to manual manipulation 
of the human spine and surrounding bone and tissue. 


*x* * * 


The Seventh International Congress on Rheumatic 
Diseases, conducted by the American Rheumatism Asso- 
ciation will be held at the Waldorf-Astoria Hotel, New 
York, May 30-June 3, 1949. For program and informa- 
tion, write President Ralph Pemberton, M.D., 1901 Wal- 
nut St., Philadelphia. 

 . 


The “Schering Physicians’ Income Tax Guide” is being 
distributed to the medical profession by Schering Corpo- 
ration of Bloomfield, N. J. This compilation is a 93- 
page informative booklet on the proper completion of 
federal income tax estimates and returns. Clear and con- 
cise information is to be found in this worthwhile booklet. 


* * * 


The Third Inter-American Congress of Radiology will 
be held at Santiago, Chile, November 11-17, 1949. 


NEWS MEDICAL 


When making plans to attend the Radiology Congress, 
write James T. Case, M.D., 55 E. Washington St., Chi- 
cago 2, Illinois, Chairman of the Committee on Inter- 
national Affairs of the Congress. 


«+ = «& 


The Wayne County Medical Society is to be con- 
gratulated on its “Get Acquainted After Glow” for resi- 
dents and interns, held January 17, after the monthly 
scientific meeting. The After Glow was held in the 
David Whitney House, Headquarters, at Woodward and 
Canfield, Detroit, of the Wayne County Medical Society. 


* * * 


The Haven Sanitarium, Inc., of Rochester, Michigan, 
announces the association of Emil L. Froelicher, M.D., 
as Clinical director and Hilbert DeLawter, M.D., as a 
resident staff psychiatrist. The addition of this personnel 
will make space and therapy available for a greater num- 
ber of mentally and emotionally ill people at the sani- 
tarium. 


* * * 


Morris Fishbein, M.D., Chicago, Editor JAMA, will be 
the guest speaker at the regular monthly meeting of the 
Detroit Accident & Health Association, Tuesday, March 
8, at 12 noon in the Detroit Leland Hotel. Dr. Fishbein 
will speak on “Health and Social Security.” Physicians 
are cordially invited to attend. For reservations, call 
Mr. Jack Whiting, President of the Detroit Accident & 
Health Association, Woodward 5-3040. 











De Luxe “TC” X-ray Unit with 
Roentgenographic Table 








— 


A Popular Low-Priced 
X-RAY UNIT 


The H. G. Fischer & Co. De Luxe “TC” Shock- 
proof X-ray Unit with Roentgenographic Table 
represents the finest X-ray apparatus from the 
standpoint of power and flexibility of control. 


Available in two capacities: 


Get the facts today on this high-quality, low-cost X-ray 
Unit designed for small floor space and easy operation. 


M. C. HUNT 868 Maccabees Bldg. DETROIT 2, MICH. 


Distributor for 


H. G. FISCHER & CO. 


30 Ma. and 50 Ma. 
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DeNIKE SANITARIUM, Inc. 


Established 1893 
ACUTE AND CHRONIC 
ALCOHOLISM 
AND DRUG ADDICTION 


— Telephones — 


GEneva 6333-4 
CAdillac 2670 


626 E. Grand Blvd., Detroit 7 


A. James DeNike, M.D., Medical Superintendent 




















ACCIDENT + HOSPITAL - SICKNESS 


INSURANCE 


FOR PHYSICIANS, SURGEONS, DENTISTS EXCLUSIVELY 









PHYSICIANS 
SURGEONS 


Ait 











COME FROM DENTISTS 
$5,000.00 accidental death.............. $8.00 
$25.00 weekly indemnity, accident Quarterly 


and sickness 
$10,000.00 accidental death............ $16.00 
$50.00 weekly indemnity, accident Quarterly 
and sickness 
$15,000.00 accidental death............ $24.00 
$75.00 weekly indemnity, accident Quarterly 
and sickness 
$20,000.00 accidental death............ $32.00 
$100.00 weekly indemnity, accident Quarterly 
and sickness ; 
ALSO HOSPITAL EXPENSE FOR MEMBERS 
WIVES AND CHILDREN 


—_—— 





85c out of each $1.00 gross income used for 
members’ benefits 


$3,000,000.00 $15,000,000.00 
INVESTED ASSETS PAID FOR CLAIMS 


$200,000.00 deposited with State of Nebraska for protection of our members. 


Disability need not be incurred in line of duty—benefits from 
the beginning day of disability 


PHYSICIANS CASUALTY ASSOCIATION 
PHYSICIANS HEALTH ASSOCIATION 
47 years under the-same management 
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On the Saturday following the 1950 (not 1949) Mich. 
igan Postgraduate Clinical Institute, scheduled for th. 
Book-Cadillac Hotel, the week of March 6, 1950, ay 
“Obstetrics Day” will be held at the Book-Cadillac. Th. 
exact date will be Saturday, March 11, 1950. A pm. 
gram of outstanding obstetricians will be presented. 


* * * 


George M. Wheatley, M.D., New York City, has been 
appointed Third Vice President of the Metropolitan Life 
Insurance Company. He will assist in the supervision 
of the Company’s health and welfare activities. Dr, 
Wheatley is one of the guest speakers on the “Heart and 
Rheumatic Fever Day” Program, scheduled for the 
Book-Cadillac Hotel, Detroit, Saturday, March 26, 1949. 


* * * 


Clark D. Brooks, M.D., and L. J. Gariepy, M.D., of 
Detroit, were guest speakers at the third Southern As. 
sembly of the United States Chapter, International Col- 
lege of Surgeons, in Miami, January 20-21, 1948. Dr. 
Gariepy spoke on “Gall-bladder Surgery” on January 
20; Dr. Brooks’ subject on January 21 was “Surgical 
Treatment of Acute Emergencies.” 


* * * 


R. H. Pino, M.D., spoke to the faculty and student 
body of Berea College, Berea, Kentucky, on January 14. 
His subject was “Medical Associates.” He also will ad- 
dress a meeting of the Academy of Ophthalmology and 
Otolaryngology in Harrisburg, Pa., on April 23; his 
topic will be “Medical Associates as It Relates to Ophthal- 
mological Economics.” 

* * * 


Social Security Tax.—Every professional man, doctor, 
dentist, lawyer, writer, self-employed person will be re- 
quired to pay twice the amount in the compulsory SS 
or Health Insurance as is collected from the employed 
person, bécause he will have to pay both as employe and 
employer. If the employe pays one and a half per cent 
he will pay three per cent of his gross income up to 
$4,800. 

* * * 

The British Medical Journal printed a recent complaint 
against the Ministry of Health which was accused of 
unfairness in refusing free spectacles to all persons whose 
pupils are more than 2.8 inches apart. The. writer of 
the complaint stated: ‘Wider set eyes are not accepted 
by the Ministry as probably not conforming with the 


_ specifications of the human race as laid down by one of 


its committees.” 
es , 
Isadore S. Falk, Director of the Bureau of Research 
and Statistics, U. S. Social Security Agency, is the man 
behind the Wagner-Murray-Dingell Bill. Mr. Falk con- 
trols his department completely, and when a labor leader 
or government official wants statistics on the cost of s0- 
cial insurance they are provided by him and him alone, 
thereby controlling all the information that is given out. 
Furthermore, these statistics are not only compiled by Mr. 
Falk but carry the Falk interpretation along with them 
when they are distributed.—Extract from General Prac- 
tice News, December, 1948. 
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The 1949 Assembly of the United States Chapter, In- 
ternational College of Surgeons, will be held at Chalfonte- 
Haddon Hall, Atlantic City, Tuesday, Wednesday, Thurs- 
day, Friday, November 8-9-10-11, 1949. The surgical 
clinics will be held in Philadelphia hospitals all day Mon- 
day, November 7, 1949. 

The I. C. of S. Convocation will be held in the Ball- 
room of Convention Hall on Thursday, November 10. 
The Banquet will be in the Dining Room of Chalfonte 
Hotel on Friday, November 11. 


* * * 


The Committee on Uniform Fee Schedule for Gov- 
ernmental Agencies has been augmented by Council 
Chairman O. O. Beck, M.D., Birmingham, with the 
following members: H. E. Bagley, M.D., Dearborn; A. 
O. Brown, M.D., Detroit; A. E. Catherwood, M.D., De- 
troit; Carleton Dean, M.D., Lansing; L. S. Fallis, M.D., 
Detroit; Carleton Fox, D.D.S., Detroit; C. K. Hasley, 
M.D., Detroit; T. H. Hunt, M.D., Detroit; L. W. Hull, 
M.D., Detroit; A. D. La Ferte, M.D., Detroit; and I. 
S. Schembeck, M.D., Detroit. 


* * * 


Committees on Tuberculosis Control exist in the fol- 
lowing Michigan county medical societies: Bay, Calhoun, 
Clinton, Genesee, Gogebic, Grand Traverse-Leelanau- 
Benzic, Ingham, Jackson, Kalamazoo, Kent, Manistee, 
Menominee and Van Buren. 

Committees on Public Health exist in the following 
Michigan county medical societies: Bay, Calhoun, Clin- 
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ton, Gogebic, Grand Traverse-Leelanau-Benzie, Ingham, 
Jackson, Kalamazoo, Menominee, St. Clair, St. Joseph, 
Van Buren and Wayne. 


Bury with yesterday 

All that with yesterday did cease to live. 

Turn then to today and do your best 

With what it has to give. 

Live you in yesterday? 

Then each today will be but yet another yesterday 
For you to muse upon in vain regret. 

Live only in today; It is enough. 

Give yesterday its sorrow. 

And then today will be a better yesterday—tomorrow. 


FLtoyp E. ARMSTRONG 


* * * 


“Don’t let us become a nation of hypochondriacs,” 
pleaded Britain’s Health Minister Aneurin Bevan, after 
five months’ experience under national health service— 
the world’s biggest experiment in socialized medicine. Mr. 
Bevan says that too many are demanding too much, 
which is to be expected when all bills are paid out of 
general taxation. 

To ease the load the Health Ministry announced that 
beginning February 1, each dentist taking part in the 
service will be paid only half of anything he earns over 
4,800 pounds a year. 

It’s the same old story of medical socialism: dilute 
the service and pauperize those who render the service! 
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HOW 10 | 
APPLY A 


SCALP 
PATCH 


(1) Squeeze a small amount of Sta-Fast Cohesive on 
edge of gauze dressing and press to the scalp. Band- 
ages thus applied remain firmly in place—eliminate un- 
sightly, bulky head wrappings, tape and ties. Provide 
greater patient comfort—better appearance. 





(2) Spread a thin coating of Sta-Fast Cohesive over the 
surface of the scalp patch. Sta-Fast quickly forms a 
transparent protective film impervious to water, dirt, oil 
and chemicals. Patches stay clean longer, require less 
frequent dressing, are neat, comfortable, easy to apply. 


Save bandaging time and effort. Try Sta-Fast Cohesive. 
Available through leading Surgical Supply Dealers or 
write for free sample. 


DETROIT FIRST-AID COMPANY 


6335 Grand River Ave. Detroit 8, Mich. 











q. All important laboratory exam- 
inations; including— 


Tissue Diagnosis 

The Wassermann and Kahn Tests 
Blood Chemistry 

Bacteriology and Clinical Pathology 
Basal Metabolism 
Aschheim-Zondek Pregnancy Test 


Intravenous Therapy with rest rooms for 
Patients 


Electrocardiograms 


Central Laboratory 


Oliver W. Lohr, M.D., Director 
537 Millard St. 
Saginaw 
Phone, Dial 2-4100—2-4109 
The pathologist in direction is recognized 


by the Council on Medical Education 
and Hospitals of the A. M.A. 











The International College of Surgeons, United State; 
Chapter, at its 1948 Annual Assembly, honored the fol. 
lowing Michigan physicians by electing them to Felloy. 
ship or membership: 

Fellows: Milton R. Schmidt, M.D., Trenton, and R. 
H. Strange, M.D., Mt. Pleasant. 

Associate Fellows: E. V. Gourley, M.D., Detroit, F, y. 
Hand, M.D., Detroit, R. N. Kilgore, M.D., Kalamazoo, 
J. J. Kraus, M.D., Detroit, Alfred LaBine, M.D., Hough. 
ton. 

Affiliate Fellows: J. G. Arent, M.D., Detroit, w, 
F. Goins, M.D., Detroit. 

Matriculate Fellow: H.O. Couche, M.D., Ferndale. 
eo 


In discussing compulsory sickness insurance before lay 
groups, have you ever stated that under such a scheme. 
the purchaser is being sold a noncancellable insurance 
policy? It differs from that purchased from an insur. 
ance company. With the latter, the policy cannot be 
cancelled by the company for the period of time stated 
thereon. Yet by nonpayment of the premium, the in. 
sured can automatically become relieved of further par. 
ticipation. With the proposed compulsory sickness in- 
surance, they cannot fail to pay the tax assessment, or 
“premium,” any more than they can refuse to pay income 
taxes or other taxes assessed by the government. This is 
a point to remember.—H. D. Camp, M.D., Monmouth, 
Illinois, Secretary, Illinois State Medical Society. 


* * * 


Hospital Distribution—The map referred to in our 
editorial of areas more than thirty miles from general 
hospitals was published in 1937, and is not up to date. 
Many hospitals have been constructed since then. Thir- 
teen counties were entirely outside the thirty-mile radius, 
population 67,800; 368 counties have a part of their 
area outside the thirty-mile radius. Estimating half of 
their population outside the limit gives 1,828,735, mak- 
ing 1.5 per cent of the entire U.S. populations more than 
thirty miles from a general hospital. Michigan has one 
small area in and near Montmorency County. Twelve 
states have no area more than thirty miles from a gen- 
eral hospital: New Hampshire, Vermont, Massachusetts, 
Rhode Island, Connecticut, New Jersey, Delaware, Penn- 
sylvania, Ohio, Indiana, Illinois and Iowa. (As of 1937.) 


* * * 


_L. Fernald Foster, M.D., Bay City, MSMS Secretary, 
addressed the Bay City Lions Club on December 29 on 
“The National Health Program.” He also was guest 
speaker at President’s Night of the Ingham County Medi- 
cal Society at the Olds Hotel, Lansing, on January 18; 
his topic was “Voluntary vs. Compulsory Health Insur- 
ance.” Dr. Foster also addressed the Midland Rotary 
Club on January 13; his subject was “The Proposed 
New National Health Program.” Also Dr. Foster will 
address the Woman’s Auxiliary to the Wayne County 
Medical Society on April 8 at the David Whitney House, 
Woodward at Canfield, Detroit; his subject will be “The 
Place the Woman’s Auxiliary Plays in Medical Public 
Relations.” Dr. Foster addressed the Saginaw County 
Medical Society on January 25. His subject was “The 
Work of a County Society Mediation Committee.” 
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Mt. Carmel Mercy Hospital in Detroit, Mercy Hospital 
and Sanitarium in Manistee, and Mercy Hospital in 
Bay City have again become Blue Cross participating 
hospitals. The participation of Mt. Carmel Mercy Hos- 
pital and Mercy Hospital and Sanitarium in the Blue 
Cross program became effective as of January first, and 
the participation of Mercy Hospital, Bay City, became 
effective January 10. 


Only four of the thirteen Sisters of Mercy hospitals 


which withdrew from Blue Cross in 1946 do not now 
participate in Blue Cross. Those hospitals are Mercy 
Hospital at Grayling, St. Joseph’s Hospital at Ann Arbor, 
St. Joseph’s Hospital at Pontiac, and St. Joseph’s Hos- 
pital in Detroit. 

* * * 

The Michigan State Board of Registration in Medicine 
reports that the Chicago Medical School, 710 S. Wolcott 
Avenue, Chicago, is approved by the State Board of Reg- 
istration in Medicine, effective November 9, 1948. By 
this action all students in regular attendance at this 
school on graduation will be considered by the Michigan 
Medical Board to be graduates of an approved medical 
school. This action does not apply to students who com- 
pleted their formal academic education at the school, 
or to physicians who graduated from the school, prior 
to November 9, 1948. The present senior class and 
those students graduated in future by the Chicago Medi- 
cal School will be eligible for appointments in Michigan 
hospitals approved for rotating internship training by the 


State Medical Board, and will be eligible for registra- 
tion and licensure to practice medicine in Michigan upon 
completion of 12 months’ satisfactory hospital service. 


* *® * 


Anti-Trust Suits—In the December number of the 
JouRNAL we reprinted the charges and prayer of the 
Attorney General of the United States in the suit in 
Oregon, charging violation of the Sherman Anti-trust 
Law. The Harness Committee in its third report pub- 
lished last summer exposed the use of federal funds and 
employes in the propaganda for socialized medicine, and 
called upon the Attorney General to prosecute. This was 
not done, but a case was brought against one of the 
voluntary prepayment medical plans, in an evident ef- 
fort to discredit the outstanding thing medicine was try- 
ing to do to make medical service available to everyone 
who wished to have it. Why was a suit not brought 
against R. Ewing, Isadore S. Falk, Arthur J. Altmeyer, 
et al? Has the government bureaucracy attained so much 
power it is immune to punishment for violation of the 
law, but can prosecute the innocent group who are try- 
ing to serve the people? 

i 


Henry J. Taylor, noted economist, author and journal- 
ist, spoke on “Socialism A Politician’s Paradise’ over the 
ABC Network on December 27. A pungent extract from 
this timely and strong talk: “Let Social Security Ad- 
ministrator Ewing lay his socialist hand on one single 
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“ALLURE” FRAMES 


6 DISTINCTIVE STYLES 


@ BLACK LACE WITH GOLD 
@ BLACK LACE WITH SILVER 
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| @ DEMI BLOND 
@ PINK PEARL 
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CUMMINS OPTICAL 
COMPANY 


| CAdillac 7344 76 W. Adams 
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DETROIT 26, MICHIGAN 
| OFFICE HOURS: DAILY 9-5—MONDAYS TO 7 P.M. 














A few of the newer pharmaceuticals 
which we have in stock for 
immediate delivery . . . 


FURACIN 


A new chemotherapeutic compound for treatment 
of wounds and surface infections. 


ANTI RH SERUM 


A diagnotsic agent for the rapid and accurate 
determination of RH factor in human blood by 
the microscopic slide agglutination method. 


BLOOD GROUPING SERA 


(Powdered) 


Anti A Anti B 


Literature available on request 


The Rupp & Bowman Company 
315-319 Superior St. 
Toledo, Ohio 
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doctor, and he will do so to your peril—whoever you 
may be and whatever work you may do—and to the peri 
of this country. For if doctors can be socialized, why 
cannot dairymen be socialized. More people need mij 
every day than need doctors. Why cannot any busines 
be nationalized? .. . If socialization of doctors is good 
for society—no matter how bad it is for doctors them. 
selves—why isn’t socialization of anything equally good 
for society? The answer is that socialization isn’t good 
for society—that it finally turns out simply to be a-polj. 
tician’s paradise.” 

For copies of Mr. Taylor’s enlightening radio talk 
write Henry J. Taylor, care of General Motors, Detroit 
2, Michigan. 


* * * 


Hippocratic Oath Amendment.—A rather unique 
procedure took place at the meeting of the World 
Medical Association held in New York recently. It was 
an amendment to the Hippocratic Oath, which was ap. 
proved by the Association. It is the first amendment to 
this honored document in two thousand years. 


The object of the proposed amendment is to prevent 
medical crimes in the event of another war, such as using 
human beings for experiments, permitting mass killings 
and deliberate starvation. In recent trials some German 
physicians were found guilty of these crimes in World 


War II. 


The new oath, which supplements the Hippocratic 
Oath, reads as follows: 


“My first duty, above all other duties written or un- 
written, shall be to care to the best of my ability for any 
person who is entrusted or entrusts himself to me, to re- 
spect his moral liberty, to resist any ill treatment that 
may be inflicted on him, and in this connection refuse 
my consent to any authority that requires me to ill- 
treat him. Whether my patient be my friend or my 
enemy, even in time of war or in internal disturbances, 
and whatever may be his opinions, his race, his party, 
his social class, his country, or his religion, my treatment 
and my respect for his human dignity shall be unaf- 
fected by such factors.’”—Editorial, The Pennsylvania 
Medical Journal, November, 1948. 


* * * 


Veterans’ Care—A recent release from the Veterans 
Administration in Washington reports nearly 2,000,000 
veterans received out-patient treatment by the Veterans 
Administration during the fiscal year ending June 30, 
1948. These treatments were given at regional offices, 
hospitals and clinics, and by private physicians in provid- 
ing “home town” care for veterans with service-con- 
nected disabilities. Private physicians treated 761,185 
veterans, about 40 per cent of the total treated, and were 
paid $11,437,870.00 or an average of $15.03 per veteran. 
Staff doctors treated 1,176,657 individual veterans. 

' The veteran population of the United. States as of 
October 31, 1948, was: living veterans 18,805,000, World 
War II veterans 14,997,000, VA patients in hospitals 
105,141. In VA -hospitals 92,956, with service-con- 
nected disability, 30,649; non-service-connected dis 
ability, 61,100; non-veterans, patients temporarily in 
hospitals and patients under observation, 1,207; in non- 
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225 Sheridan Road 





A completely equipped sanitarium for the care of 
nervous and mental disorders, alcoholism and drug addiction 


offering all forms of treatment, including electric shock. 


SAMUEL LIEBMAN, M.S., M.D. 
Medical Director 


North Shore 
Health Resort 


Winnetka, Illinois 


on the Shores of 
Lake Michigan 


Phone Winnetka 211 








VA hospitals, 12,185; service connected disability 4,645; 
non-service-connected disability 7,507; all others, 33. 

Two new hospitals were completed during the month 
of October and two during the month of November. 
There are now eighty-nine VA hospitals in progress of 
construction, thirty-one of which have contracts awarded, 
fourteen design completed but construction contracts not 
awarded, forty-two design in progress and two design not 
started. 


* * x 


House Approves a National Enrollment Agency.— 
The proposal of Associated Medical Care Plans to form 
a national insurance company in co-operation with Blue 
Cross was given full consideration by~ the House of 
Delegates at St. Louis. The matter was referred to the 
Reference Committee on Medical Service and Prepay- 
ment Plans and final action was taken by the House 
only after this Reference Committee had studied the 
Supplementary Report of the Council on Medical Serv- 
ice and held an open session, lasting three hours. 

In the final action by the House of Delegates, the 
Counci!’s Supplementary Report on the A.M.C.P. 
Proposal was adopted with one addition as recommended 
by the Reference Committee. 

By this action, the House approved the formation of 
a national enrollment agency and the further develop- 
ment of co-ordination of and reciprocity among the 
local pians—and disapproved the proposal for a national 
insurance company. It also approved the statement de- 
lineating the field of operation of the Council on Medical 


Fesruary, 1949 


Service and A.M.C.P., together with the recommenda- 
tions that A.M.C.P. make necessary changes in its Con- 
stitution and By-Laws which would take it out of the 
policy-making field. 

Finally, the action of the House reaffirmed the Coun- 
cil’s authority to promote the voluntary prepayment 
medical care plan movement in America.—A.M.A. 
Secretary's Letter, Dec. 13, 1948. 


* * * 


Michigan Medical Authors include the following: 


Read M. Nesbitt published a paper in Postgraduate 
Medicine for August on “Treatment for Prostatic Can- 


39 


cer 


Conrad R. Lam, M.D.; D. Emerick Szilagyi, M.D., 
and Magda Puppendahl, M.D., have a paper, “Tanta- 
lum Gauze in the Repair of Large Postoperative Ventral 
Hernias” in the August Archives of Surgery. 


The article by Frederic E. B. Foley, M.D., of Saint 
Paul, Minnesota, “The Part of the General Practitioner 
in Management of Vesical Neck Obstruction,” published 
in our May JourNnat has been re-published in the No- 


vember issue of The General Practitioner of Australia 
and New Zealand. 


Archives of Surgery, September, 1948, was particular- 
ly Michigan, containing five papers by Michigan authors: 

“Treatment of Tetanus,’ by Homer M. Smathers, 
M.D., and Milton R. Weed, M.D., Detroit. 

“Surgical Removal of Unsuspected Mediastinal Lym- 
phoblastomas: Report of Four Cases and a Review of 
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Yes, you can get it! 


INCOME PROTECTION 
FOR PHYSICIANS 


AGES 60 To 75 


RENEWABLE TO AGE 80 


“Challenger” accident, Sickness, Hospital 
and Surgical Policy. 


Pays: 
Pays: 
Pays: 


Five years for Accident Disability 
One year for Sickness Disability 
Many Other Benefits. 


Inquire 


Whiting and Whiting 


GENERAL INSURANCE 
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Cook County Graduate School of Medicine 


ANNOUNCES CONTINUOUS COURSES 


SURGERY—Intensive Course in Surgical Technique, 
two weeks, starting February 21, arch 21. 
Surgical Technique, Surgical Anatomy and_ Clinical 
Surgery, four weeks, starting February 7, March 7. 
Surgical Anatomy and Clinical Surgery, two weeks, 
starting February 21, March 21, April 18. 
Surgery of Colon and Rectum, one week, 
March 7, April 11. 
Surgical Pathology, every two weeks. 


GYNECOLOGY—Intensive Course, two weeks, starting 
February 21, March 21. 
Vaginal Approach to Pelvic Surgery, one week, starting 
February 14, April 4. 


OBSTETRICS—Intensive Course, two weeks, starting 
March 7, April 4. 


starting 


MEDICINE—Intensive Course, two weeks, starting 
April 4. 

Personal Course in Gastroscopy, two weeks, starting 
March 7 


Electrocardiography, four weeks, starting March 16. 


ee Course, two weeks, starting 
pril 4. 


DERMATOLOGY—Formal Course, two weeks, starting 


ay 2. 
Clinical Course every two weeks. 


CYSTOSCOPY—tTen-Day Practical Course Every Two 
Weeks. 


ROENTGENOLOGY—Lecture and Diagnostic Course 
two weeks, starting the first Monday of every month. 
Clinical Course starting third Monday of every month. 


General, Intensive and Special Courses im all Branches 
of Medicine, Surgery and the Specialties 


TEACHING FACULTY — ATTENDING 
STAFF OF COOK COUNTY HOSPITAL 


Address: Registrar, 427 S. Honore St., Chicago 12, Ill. 
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the Literature.” Byron H. Evans, M.D., and Camer, 
Haight, M.D., Ann Arbor. 


“Anatomical Study of the Vagus Nerves, with a Tech. 
nic of Transabdominal Selective Gastric Vagus Rese. 
tion.” Richard G. Jackson, M.D., Ann Arbor. 


“Testosterone Propionate in Treatment of Recurren; 
Cancer of the Breast.”” Arthur G. McGraw, M.D., De. 
troit. 


“Modern Surgical Treatment of Acute Subdural Ab. 
scess.” E. S. Gurdjian, M.D., and John E. Webste, 
M.D., Detroit. 


*x* *« * 


The Cost of Medical Care in the U.S.—The Deparn. 
ment of Commerce data show that consumer expenditure 
for medical care rose from $4.9 billion in 1944 to $65 
billion in 1947, or 34 per cent, while total consume 
expenditures rose from $111.4 billion to $164.8 billion, 
or 48 per cent. Expressed as a percentage of total con. 
sumer expenditures, the amount spent for all medical 
care items declined from 4.4 per cent in 1944 to 40 
per cent in 1947. Within the medical care field, con. 
sumer expenditures for physicians’ services rose from 
$1.3 billion in 1944 to $1.7 billion in 1947, or 24 per 
cent, while expenditures for hospitals rose 67 per cent, 
for drugs 26 per cent, for dentists’ services 28 per cent 
and for all other medical care items combined 32 per 
cent. The percentage of total consumer expenditures 
for physicians’ service declined from 1.2 in 1944 to 1.0 
in 1947, while the percentage for hospitals rose from 
0.7 to 0.8. Dr. Dickinson observes that these changes 
over the past four years are conditioned by the fact that 
1944 was a year when 40 per cent of physicians were 
in the armed forces and the normal pattern of consumer 
expenditures was distorted by wartime shortages and 1a- 
tioning. Summarizing the data for 1944-1947, he notes 
that expenditures for medical care have increased, but 
less rapidly than total consumer expenditures. The 
percentage of the American family budget spent for 
medical care, particularly for physicians’ services, has 
declined. The physicians’ share of the medical care 
dollar has decreased from 27.4 cents in 1944 to 255 
cents in 1947; meanwhile the hospitals’ share has risen 
from 16.4 cents to 20.5 cents. “One might say that 
medical care has become increasingly expensive in the 
past four years but that, relative to the other items 
which make up the average consumer’s budget, the cost 
of medical care has declined (in particular, the physi 
cians’ share of that cost).”—Insurance Economic Sur- 
veys, December, 1948. 


* * * 


The AMA Defines Certain Medical Care Terms.— 
When speaking before lay groups, it is important to 
know the meaning of the terms you use. At the In- 
terim Session of the AMA held in St. Louis, the Coun- 
cil on Medical Service brought in recommendations as t0 
proper definitions which were approved by the House of 
Delegates, and are fiven here for your information. In 
making talks speakers frequently use interchangeably the 
terms “state medicine,’ “socialized medicine,’ “com- 
pulsory health insurance,” etc. Occasionally someone 
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e Licensed by State of Michigan, Dept. of Mental Health 


T. JOSEPH 


Founded in 1860 


e Registered by American Medical Association 


S RETREAT 


Under direction of 
Daughters of Charity 
of St. Vincent de Paul 


Newly reorganized and mod- 
ernized for individualized care 
and treatment of the nervous 
and mentally ill and alcoholics. 


Martin H. Hoffmann, M. D. 
Medical Superintendent 


23200 Michigan 
DEARBORN « near Detroit 
LOgan 1-1400 





in the audience becomes confused at the variety of terms 
and may ask the difference. Here are your answers: 


Socialized Medicine: Socialized medicine is a system 
of medical administration by which a government prom- 
ises or attempts to provide for the medical needs of the 
entire population, or a large part thereof. 


State Medicine: State medicine is a form of socialized 
medicine in which the government attempts to provide 
medical services directly to the general population from 
funds established by taxation. 


Sickness insurance is ostensibly a 
method of transferring the economic burden of sickness 
from the individual to the group. Sickness insurance 
may be voluntary or compulsory. 


Sickness Insurance: 


Compulsory Sickness Insurance: Compulsory sickness 
insurance is a system of sickness insurance in which all 
members of a given group of persons in a given gov- 
ernmental area are compelled by law to contribute to 
and be enrolled in the scheme. Any compulsory sickness 
Imsurance program under direct control of the state is 
socialized medicine, insurance principles no longer pre- 


vail and the compulsory contributions become a special 
tax. 


Voluntary sickness in- 
is that system whereby individual costs are 
spread over a period of time by a group of people who 
voluntarily band together to protect themselves against 
the economic burden of sickness. It involves the insur- 


Voluntary Sickness Insurance: 
surance 
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ance principle and an organized system of payment. It 
is popularly known as voluntary prepayment medical 
care insurance. 


Public Health: Public Health includes those arrange- 
ments whereby the government provides medical services 
for special groups of persons and undertakes activities 
which are concerned with the protection of the health of 
the people as a whole. Public health is concerned with 
persons requiring institutionalized care, with those who 
are wards of the government, with the indigent, with 
proper sanitation and with the control and prevention 
of communicable diseases. 


Health Insurance: Health insurance 
changeably with sickness insurance and usually means the 
same thing. It may be voluntary or compulsory, although 
national health insurance usually means compulsory sick- 
ness insurance. 


is used inter- 


Group Medical Practice: Group medical practice is 
the provision of medical service by a number of physi- 
cians working in systematic association with the joint 
use of equipment and technical personnel and with cen- 
tralized administration and financial organization. 


Private Group Clinics: The term private group clinics 
applies to organizations owned and managed by one or 
more physicians offering medical services. Services are 
usually supplied by one or more physicians who practice 
as a group, using joint office facilities and equipment. 
The physicians are under the supervision of a medical 
director. 
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FOURTH ANNUAL CANCER DAY 


Genesee County Medical Society announces iis Fourth 
Annual Cancer Day to be held Wednesday, April 13 
1949, in the Merliss Brown Auditorium, Hurley Hospital, 
Flint, Michigan. 


Program 
9:30 A.M.—5:00 P.M. 


“The Role of the Surgical Pathologist in Respect to the 
Cancer Problem” 
Arthur Purdy Stout, M.D., Associate Professor of Syr. 
gery, College of Physicians & Surgeons, Columbia Uni. 
versity, New York City. 
“Cancer in Children” 
Harold W. Dargeon, M.D., Attending Pediatrician 
Memorial Hospital, New York City. 
“Cancer of the Lower Bowel—Present Status of Man- 
agement” 
Thomas E. Jones, M.D., Chief of Surgical Staff, Cleve. 
land Clinic Foundation Hospital, Cleveland, Ohio, 
“The Management of Uterine Cancer” 
Norman E. Miller, M.D., Professor of Obstetrics and 
Gynecology, University of Michigan Medical School, 
Ann Arbor, Michigan. 
“The Basic Principles in Cancer Management” 
Alton Ochsner, M.D., The William Henderson Pro. 


fessor and Director of Surgery, Tulane University, New 
Orleans, La. 





Cancer Day In Genesee County 


Early in 1946 the Cancer Education Committee of 
the Genesee County Medical Society, under the chair- 
manship of George J. Curry, M.D., voluntarily assumed 
increased responsibility and promulgated the idea of 
presenting an educational program for the advancement 
of the study of cancer on a state-wide basis. On March 
20, 1946, it presented its first Cancer Day Program. 
This and the ensuing annual programs were made pos- 
sible through the voluntary generosity of Mr. Donald E. 
Johnson, publisher of the Flint News-Advertiser. All the 
programs have consisted of five one-hour presentations on 
timely topics directly concerned with cancer problems, 
by outstanding authorities in various cancer fields. 

The presentations for the 1946 program were: 


“Cutaneous Malignancy” by Paul A. O’Leary, M.D., 
Director, Division of Dermatology, Mayo Clinic, Roches- 
ter, Minnesota. 

“Cancer of the Uterus” by Louis E. Phaneuf, M.D., 
Professor of Gynecology, Tufts Medical School, Boston, 
Massachusetts. 

“Cancer of the Stomach” by Frederick A. Coller, 
M.D., Professor of Surgery, Medical School, University 
of Michigan. 

“Cancer of the Genito-Urinary Tract” by Charles 
B. Huggins, M.D., Professor of Surgery, Dept. of 
Urology, University of Chicago School of Medicine. 

“Cancer of the Breast” by Frank E. Adair, MD., 
Clinical Director of Surgery, Memorial Hospital, New 
York City, President of the American Cancer Society. 

This first meeting was attended by 210 physicians, 109 
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NEWS MEDICAL 


BROPECELON 


Fort; WAYNE: INDIANA, 


DETROIT Office: George A. Triplett, A. G. Schulz and Richard K. Wind, Representatives 
1015 Majestic Building, Telephone Cadillac 2556 or 1120 


from Genesee County, 100 from other Michigan counties, 
and one from outside of the State of Michigan. 

The second program as presented on March 19, 1947, 
was: 

“Cancer of the Upper Respiratory Tract” by A. C. 
Furstenberg, M.D., Dean and Professor of Otolaryngolo- 
gy, University of Michigan Medical School. 


“Cancer Diagnosis—Laboratory Methods” by George 
N. Papanicolaou, M.D., Associate Professor of Anatomy, 
Cornell University Medical School, New York City. 


“Cancer of the Colon and Rectum—The Modern 
Concept of Management” by G. Gavin, M.D., Profes- 
sor of Surgery, McGill University Medical School, Mon- 
treal, Canada. 

“Cancer Research” by Charles F. Kettering, Detroit, 
Chief, Research Division, General Motor Corporation. 

“Hormone Studies in Cancer’ by Gornelius P. 
Rhoads, M.D., Medical Director, Memorial Hospital, 
New York City. 

This program was attended by 172 physicians, 111 
from Genesee County, 59 from other Michigan coun- 
ties, and two from outside of the State of Michigan. 

On March 31, 1948, the substance of the third pro- 


gram was: 


“Cancer of the Osseous System” by Charles F. 
Branch, M.D., formerly Professor of Pathology, Boston 
University Medical School, Boston, Mass., Assistant Di- 
rector of American College of Surgeons, Chicago. 


“Cancer of the Lung” by Richard H. Overholt, M.D., 
Fesruary, 1949 





Clinical Professor of Surgery, Tufts University Medical 
School, Boston, Massachusetts. 


“The General Principles of Cancer Management” 
by Allen O. Whipple, M.D., Emeritus Valentine Mott 
Professor of Surgery, College of Physicians and Sur- 
geons of Columbia University; Director of Surgery, Pres- 
byterian Hospital; Director of Surgery, Memorial Hospi- 
tal, New York City. 

“Extensive Surgical Procedures for Cancer” by Alex- 
ander Brunschwig, M.D., formerly Professor of Surgery, 
University of Chicago, Attending Surgeon, Memorial 
Hospital, New York City. 

“The Role of Radiotherapy in the Management of 
Cancer” by Manuel M. Garcia, M.D., Associate Pro- 
fessor of Radiology, Tulane University Medical School, 
New Orleans, La. 

This program was attended by 212 physicians. Of 
these, 122 were from Genesee County, 85 from other 
Michigan counties and five from outside of the state. 

Most members of the Genesee County Medical So- 
ciety seem to feel that there is a steady increase in 
enthusiasm for the Cancer Day Programs. They credit 
this to the fact that the best speakers available for the 
presentation of time topics on cancer are obtained, and 
feel that a large measure of their success is due to the 
persistent efforts of a generous sponsor who has served 
without the knowledge of the general public. 

Harvie B. Exuiott, M.D., Secretary 
Cancer Education Committee 
Genesee County Medical Society 
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Muskegon County Medical Society, Committee 
on Diabetes 


Your committee wishes to report upon its activities 
during the year 1948. Most of the work of the commit. 
tee was in preparation for the 1948 national Diabete; 
Week, but much of it aimed at a permanent program of 
education in the hope that many of the million yp. 
known diabetics would find their way to the physician 
offices. 

During the few days preceding Diabetes Week the 
committee arranged two articles in the Muskegon 
Chronicle. These were well placed in the paper and ap- 
parently were seen by many. The Chronicle came through 
with a very timely editorial at the start of the Week. 
for which we are extremely grateful. The A.F. of L. 
and the C.I.O. papers each carried an article about 
diabetes and the purpose of Diabetes Week. 

There were three 15-minute programs on the local 
radio stations and numerous spot announcements. Some 
of the national radio chains carried announcements and 
one station carried a well planned hour long program 
arranged nationally. 


A number of organizations in the county devoted parts 
of their programs to diabetes and the committee fur- 
nished speakers in most instances. These included P.T.A. 
unions, noonday luncheon clubs, Granges, and the Dis- 
trict Nurses Association. 


The case finding part of the program was conducted 
in two one-hour periods daily during Diabetes Week, 
at the Red Cross chapter house. Four hundred persons 
presented themselves for examination. Volunteer Red 
Cross workers filled out questionnaires for each, and 
blood and urine specimens were collected. The urine 
was tested for sugar with clinitest tablets furnished by the 
Ames Company. The blood was tested for sugar by 
the Folin-Wu method in a local laboratory by two 
techniciaps hired for the work. They worked from 
seven to midnight each night that week. 


Of the 400 persons so tested 363 showed normal 
urine and blood tests. Since these specimens were col- 
lected about one hour after a normal meal, 150 mg. 
per cent of blood sugar was used as the dividing point 
between normal and questionable. It is interesting to 
note that 160 of these 363 had one or more relatives 
with the disease. Since much of the publicity was aimed 
at the relatives of diabetics because of the higher inci- 
dence of the disease among them, the committee feels 
that this fact shows that the educational program must 
have been effective. 


Fifteen persons appeared at the Red Cross who were 
known diabetics. Some of these apparently had_ been 
off their diets and had otherwise neglected their treat- 
ment for some time and were becoming concerned about 
their situation. Others were probably trying to save the 
price of an office visit. Ten of the fifteen were apparently 
out of control and five were in fairly good condition as 
far as these tests would reveal. 

The remaining twenty-two cases included fourteen 
who had definite evidence that they were suffering from 
diabetes but who, as far as we could tell, did not know 
they had developed the disease. They all had _ blood 
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THE DOCTOR’S LIBRARY 


r concentrations well above 200, glycosuria symp- 


suga 
toms, and, in most instances, other diabetics in their 


families. 

Right persons showed either glycosuria or hypergly- 
cemia, but would require further investigation by their 
physicians before the diagnoses could be determined. 


It is the purpose of the committee to continue the 


educational features of the program throughout the year, - 


urging members of diabetic families, and those who are 
developing symptoms to consult their physicians as soon 
as possible. 
The total cost of the program to date has been 

$231.48. 

Wo. M. LeFevre, Chairman 

D. R. Boyp 

S. WiERSMA 

JoHN VANDERLOAN 

Ep. HENEVELD 

ARTHUR BENEDICT 


THE PATIENT UNDER SOCIALIZED MEDICINE 


The patient under socialized medicine—and that 
will include all of us—may well ask whether this plan 
will provide more doctors—or increase their skill. 

Will it offer attractions to practitioners to leave big 
cities and go into rural or backwoods areas where they 
are most needed now?—Detroit Free Press, Dec. 27, 
1948, 
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Acknowledgment of all books received will be made in this 
column, and this will be deemed by us as a full compensation 
of those sending them. A selection will be made for review, 
as expedient. 


THE CASE AGAINST SOCIALIZED MEDICINE. By Lawrence 
Sullivan. Washington: The Statesman Press, National Press 
Building, 1948. Price, $1.50. 

This is a constructive analysis of the attempt to col- 
lectivize American Medicine. In a few chapters the 
author tells what socialized medicine is. American Medi- 
cine leads the world. He tells about the government 
propaganda mill, the Wagner-Murray-Dingel Bill. He 
points out the communistic origin of the plan, mentions 
what he calls prefabricated statistics. This is a wonder- 
fully well-prepared book which every one should read, 
not alone doctors. “If you feel that you have any stake 
whatsoever in the fight for freedom and ordered liberty 
under law, you should read these vital pages.” 


EDUCATION FOR PROFESSIONAL RESPONSIBILITY. A Re- 
port of the Proceedings of the Inter-Professions Conference on 
Education for Professional Responsibility held at Buck Hill Falls, 
Pennsylvania, April 12, 13, and 14, 1948. Pittsburgh: Carnegie 
Press, 1948. 

This book offers all the papers given at this con- 
ference, and they are largely philosophical inquiries into 
what to teach, how to teach, and who should be the 
teacher. There are two articles on the medical profes- 
sion, the first by James H. Means, Jackson Professor of 
Clinical Medicine, Harvard University who asks, Who 








_— 


DRINK 


Comb elas 


TRADE MARK REG. 


rou trust 
its quality 





Fesrvary, 1949 


251 


Say you saw it in the Journal of the Michigan State Medical Society 











THE DOCTOR’S LIBRARY 





teaches the teacher to teach? He describes largely the 
methods used at Harvard to instill medical knowledge 


and acumen into the students. Eleanor E. Cockerill, 
Professor of Social Case Work, University of Pittsburgh 
“A Social Worker Looks at Medical Education.” She is 
impressed with the earnestness of the medical students 
in general, but they find difficulty in joining forces with 
other groups. This is a very interesting symposium. 


PSYCHIATRY IN GENERAL PRACTICE. By Melvin W. Thorner, 
M.D., D.Sc., Assistant Professor of Neurology, The Graduate 
School of Medicine, University of Pennsylvania. 659 pages. 


Philadelphia and London: W. B. Saunders Company, 1948. 
Price $8.00. 


The present postwar period has seen the publication 
of a large number of books on psychiatry. In many of 
these the authors indicate a desire to present the subject 
specifically for the student, general practitioner and the 
specialist in other fields. Most of these volumes follow 
the same basic outline and emphasize the same termi- 
nology and nomenclature. It is in this way that the 
avowed intent to write a book for the general practitioner 
is led into the same blind alleys and the result is criti- 
cism of psychiatric terminology and confusion in the 
minds of those the book is designed to help. 

As one glances over the table of contents of Dr. 
Thorner’s book it is immediately apparent that these 
remarks do not apply. In the first section he presents 
the plan of the book with chapters on organization and 
purpose. The second section, which is by far the largest 
and most interesting, covers merely “The People.” It 
has chapters on intelligent, dull, unhappy, demented, con- 
fused and suspicious people. An extremely interesting 
and valuable chapter is on people and sex, in which 
he presents a readable review of the sexual factors in 
living as well as the deviations and aberrations of sex 
life together with the reactions to them. This second 
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section ends with an interesting chapter entitled “The 
Rest of Us.” In this chapter there are descriptions of 
occasional aberrations as well as the temporary and mild 
deviations from the normal. 

Section 3 on methods describes the examinations neces. 
sary to arrive at a psychiatric evaluation of the patient 
and includes a well written chapter on Chemotherapy, 
This chapter alone should be worth the price of the 
book to the general practitioner who undoubtedly finds 
it necessary to use large amounts of the various different 
sedative drugs that are available. Here one will find 
indications for use of these drugs as well as a description 
of the actions and results of their use. The last chap- 
ter describing the therapeutic aims indicates what can 
be expected from psychotherapy in an understandable 
and practical fashion. 

The fourth section of the book presents a brief classi- 
fication of mental disorders in common use and a very 
interesting chapter on commitment procedures and in- 
cludes a description of the legal machinery that so many 
doctors find so difficult to explain to the patient. The 
changes recommended in this legal machinery are in- 
teresting and if effected should provide for the patient 
about to be committed a much more hygienic situation 
than the one now in general use. 

In summary this book is a _ readable, interesting, 
valuable and practical volume on psychiatry and psy- 
chiatric treatment and can be highly recommended to the 
general practitioner.—F. O. M. 


PREMATURE INFANTS. A Manual for Physicians. By Ethel C. 
Dunham, D., Children’s Bureau, Federal Security Administra- 


tion. Washington: Printing Office, 
Price, $1.25. 


The transmittal letter from the Children’s Bureau says 
5 per cent of births are premature, and that they cause 
the largest single cause of all infant deaths in the first 
month of life, 50 per cent. “The tragedy is that many of 
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these could be saved if given the specialized care needed.” 
This book was prepared by a graduate of Johns Hopkins 
who has been with the Children’s Bureau since 1927. 
The book is more or less outline in form, but contains 
much meat and many references and tables. If we get 
socialized medicine, this is probably a sample of the 
type of book we shall have at our command. It has its 
merits and its hoard of facts and suggestions, but we 
would have preferred to have it from a well-known prac- 
titioner. 


PATHOLOGY. Edited by W. A. D. Anderson .. M.D. 
F.A.C.P., Professor of Patholo and oie. go noon 
University School of Medicine, ie Wisconsin. With 1183 
Illustrations and 10 Color Plates. St. Louis: The C. V. Mosby 
Company, 1948. Price, $15.0 


Dr. Anderson says pol should form the basis of 
every physician’s thinking about his patients. Therefore, 
every physician must have at hand the latest on this all- 
important subject. It is not only the text of the student 
in college, but of every practitioner. This volume is 
made up of the combined work of experts in various 
phases of the subject. There are thirty-two collaborators, 
thus guaranteeing the latest knowledge, and the fact that 
nothing will be omitted. 


The book is well and clearly printed on good paper, 
small type, but easily readable, and contains 1452 pages. 
Its completeness is testified to by our inability to find a 
pathological condition not covered in the text. A valu- 
able book for the practitioner and student. 


PHYSICIAN’S HANDBOOK. By 
and Jack D. Lange, M.S., M.D. _ Fifth Edition. Palo Alto: 
University Medical Publishers (P.O. Box 761), 1948. Price, $2.00. 


This handbook is in imitation typewriting, single 
leaves, wire spring bound and summarizes the diagnostic 
procedures and the factual information the physician 
must have at hand. The book is pocket size and covers 
every field of medicine from the laboratory, and 
diagnostic methods to the clinical realm, metabolism 
diets, hormones, obstetric measurements, diabetes, drugs, 
anesthesia, acute poisoning, et cetera. In fact, it is very 
comprehensive for such a condensed volume. 


John Warkentin, Ph.D., M.D., 


CONTEMPORARY RELIGIOUS JURISPRUDENCE. By I. H. 
Rubenstein of the Illinois Bar. hicago: The Waldain Press 
(P.O. Box 97), 1948. Price, $2.50 


This treatise is written primarily to clarify the civil 
and criminal aspects of the major polemic tenents. of 
fortune telling, faith healing and pacificism. The prob- 
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COMMUNICATION 


lems engendered by the adherents to these tenents who 
are mostly religious zealots, in time of war or national 
crisis may be a matter of grave public concern. There is 
a history of fortune telling, with a discussion of its 
criminal aspects; the same for faith healing. Then there 
is a section about pacificism, and its prevalence in World 
War I and World War II. There are many quotations of 
law, and citations of cases dealing with these problems. 
The first exemption from military service was legalized in 
the Civil War when in 1862 by a statute exempting “all 
persons who have been or are now members of the So- 
ciety of Friends, Nazarenes, Mennonites and Dunkards, 
provided they shall furnish a substitute or pay a tax of 
$500, each.” This book is full of interest and details that 
one would never find otherwise. 


HEALTH EDUCATION. A publication of the Joint Committee 
on Health Problems ‘in Education. Charles C. Wilson. M.D., 
Professor of Education and Public Health. Cloth, 413 pages. 
Chicago: The American Medical Association, 1948. Price $3.00. 
A completely rewritten edition of this standard text- 

book and guide for teacher education is now available. 

A revision committee was composed of Thurman B. 

Rice, M.D., Professor of Public Health, Indiana Uni- 

versity, Bernice Moss, Ed.D., Department of Health and 

Physical Education, University of Utah, and W. W. 

Bauer, M.D., Director of Health Education for the 

American Medical Association. The contributed material 

of nearly one hundred outstanding leaders in health 

education has been organized into a comprehensive, read- 
able, and up-to-date volume. Present day problems with 
solutions proved effective by experience are discussed in 
the twenty chapters under such titles as: Health Prob- 
lems: Past, Present and Future; Solving School and 

Community Health Problems; Finding and Using Re- 

sources and Health Education in Action. The clear 

non-technical presentation of material makes “Health 

Education” an excellent textbook, or for supplementary 

reading. 
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FOR SALE—Large combination home and office in re. 


WANTED—Doctor of Medicine in village of 1,500 


FOR SALE—Detroit—Grosse Pointe district—physician’s 


FOR SALE 


NEEDED URGENTLY—General practitioner in a pros- 


DETROIT ALLERGIST desires young physician as as 


| 


sort area, consisting of 3,200 cottages and homg 
around two large lakes. Hospitals in Adrian, 1g 
miles; Addison, 4 miles; Hudson, 8 miles; Jackson, 
28 miles. Contact: Mrs. Katherine M. Marsh, Route 
No. 1, Manitou Beach, Michigan. 





FOR SALE—Eastman “CINE SPECIAL” 16 mm 


movie camera. All accessory lens, turret head, 38 fee 
exposure on one winding, single frame counter, single 
frame release, hand crank, 8 to 64 frames, variable 
speed, exposure lock, fade in and out built in, two 
exposure counters, trick effects, binocular, keyhole, half 
frame, et cetera. Filters—case—Eastman tripod. Ey. fe 4 
posure meter, reflex image magnifier. Michigan 
X-Ray Sales, 4525 Twelfth Street, Detroit, Michigan 
Temple 1-3900. 








ATTENTION—Montrose Township with a population 


of 2,000 needs the services of a Doctor of Medicine 
Located on M-57 within 20 miles of Flint and Saginaw. 
Good schools, drug store. Township Board and Lions 
Club will assist physician in getting started. Contact: 
W. A. Godsave, Supervisor Montrose Township, Mont- 
rose, Michigan. 


people, with large summer resort and tourist business. 
Terminal for three railroads, State Ferry Service docks. 
Covers large trading area in northern section of lower 
peninsula. Contact: V. D. Barnett, Village Clerk, 
Mackinaw City, Michigan. 





home and office. Established over ten years. Trans- 
portation excellent. Hospitals, schools, churches, shop- 
ping district, in immediate neighborhood. Opportunity 
for an out-state doctor to acquire an established city 
practice. For particulars, write Box No. 1, THE 
JourNAL of the Michigan State Medical Society, 2020 
Olds*Tower Bldg., Lansing 8, Michigan. 











Northern Michigan-Onaway Estate, prop- 
erty of C. A. Carpenter, M.D. (deceased). Eleven 
room house with offices in the home, oil heat, newly 
decorated throughout. All medical equipment and 
books included. Write Executrix of Dr. Carpenter’s es- 
tate, Mrs. Marguerite Edison, Onaway, Michigan. 


perous community. Ideal setup for ambitious doctor. 
Hospitals located 15, 22 and 23 miles away on good 
roads. Write Box 92, Delton, Michigan, for further 
information. 


sistant for six months or one year. Good salary. Un- 
usual opportunity for training. Possibility for per- 
manent association. Write Box 49, 2020 Olds Tower 
Bldg., Lansing 8, Michigan. 
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Say you say it in the Journal of the Michigan State Medical Society 


ROUGH HANDS 
FROM TOO MUCH SCRUBBING? 


Soften dry skin with AR-EX CHAP CREAM! 
Contains carbony! diamide, shown in hos- 
pital test to make skin softer, smoother, 
and even whiter! Archives of Derm. and 
S., July, 1943. FREE SAMPLE. 


AR-EX 
CHAP CREAM 
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